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Abstract
The public sector is facing an impending shortage of staff because young people no
longer want to work in it and nearly a third of its workforce is over 50 years of age.
Moreover, staff working within the public sector report that stress is the biggest single
factor affecting their decision to leave. This thesis presents the findings of a large
inclusive study carried out in two social service departments in the North West of
England, since the introduction of Best Value, which was set up to improve the quality
of local government services. The primary aim of the research was to explore work
related stress in social services, using a 'problem diagnosis tool in order to
understand the stressors experienced and to inform the development of interventions
aimed at reducing, and or eliminating them. This study used in-depth interviewing to
develop an original questionnaire incorporating a wide variety of measures to assess
potential stressors and mental well-being. The questionnaire response rate was 33%
(n=1,234) and the results demonstrated statistically signfIcant differences between
staffing grades (p<0. 05), with salaried staff reporting higher levels of psychological
job demands, control, support, organisational constraints and absenteeism, whilst also
reporting the poorest levels of well-being Job satisfaction throughout both
departments was low compared with established norms for various occupational
groups. Staff working in Children and Families Division were the worst affected by
stress, reporting the highest levels of absenteeism (with 54% of staff reporting being
off sick in the previous 6 months), the poorest well-being, and the highest level of
organisational constraints. Participatory action research (PAR) using focus groups
(n =4) was used within this division to develop a better understanding of the dfficulties
experienced and develop context -specIc interventions aimed at reducing or
eliminating these stressors. Findings indicated that the areas of most concern to staff
were predominantly organisational, rather than intrinsic to social care work, mainly
stemming from a lack of resources. Stressors included: a heavy workload; lack of
staff insufficient recognition/loyalty; poor communication; too much change; and
poor sickness levels. Points for action were developed participatively which called
for: a review of workloads, staffing levels, and the use of temporary/agency staff
recognition and appreciation, improved communication; improved support and
consultation at times of change; and the development of separate policies to deal with
persistent long-term sickness absence. Following the development of action plans by
management outlining proposed interventions, an evaluation of the process was
carried out to highlight what worked well, what did not and in what context. The
process evaluation findings highlighted a number of conditions which restricted the
development of stress management interventions, together with highlighting a number
of conditions necessary for potentially successful interventions to be achieved. These
include. commitment from top management; a culture of trust; an assurance that
findings will inform actions; the existence of a steering group; sufficient resources
(both time and money); a realistic expectation of the outcomes discussed at the outset;
an assurance offeedback to staff a supportive union; and a contract drawn up at the
outset setting out timescales and intentions to act on the findings. The process
evaluation also highlighted health promotion outcomes achieved throughout the
programme, namely; improved health literacy; changes to organisational policies and
practices; and staff empowerment and participation. It is recommended that the
interventions proposed by the focus groups are thoroughly evaluatedfrom the baseline
established by this research, and that the conditions necessary for successful stress
management are adopted in future programmes.
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CHAPTER ONE - INTRODUCTION
1.0	 Introduction
In recent years, stress has become a major concern for employers and employees, not
only because of the health effects on individual workers, but also because of the
economic impact on business and the social costs to European business (European
Agency for Safety & Health at Work, 2003). Whilst some academics have argued
that stress is almost a meaningless term (discussed in more detail below, p.7), there is
a convincing body of research which shows that, whatever you choose to call it, there
is a clear link between poor work organisation and subsequent ill-health (HSE, 2004).
The 1-ISE (2004) have decided to continue to use the word 'stress' as the most
commonly used term to describe this experience, which they define as "the adverse
reaction people have to excessive pressure or other types of demands places on them"
There is reasonable consensus in the scientific literature on the psychosocial and
orgariisational hazards of work, deriving from both the content and context of work
(see for example, Cox et al., 2000a; Cox et al., 2000b; Levi & Levi, 2000). In this
respect, findings from 20 years of occupational health research have shown that
stressful working conditions are associated with poor mental and physical health (see
for example Cox et al., 2000a; HSE, 2000; Levi & Levi, 2000; Jex & Elacqua, 1999).
The Confederation of British Industry recently reported that stress-related absence
accounts for the loss of 187m working days a year, costing the country an estimated
£12 bn per year (cited in The Guardian, 17th March, 2001). Within those global data
it is clear that there are variations in levels of absence and associated costs to
organisations across different occupational groups. The Employers' Organisation
(2000) annual workiorce survey shows, for example, that staff in social services suffer
higher levels of sickness than staff in the private sector and other branches of local
government (Winchester & Norris, 2000). Social services staff absences averaged 15
days' sickness per employee in 1998/99, with manual social care workers reported to
take nearly four weeks. By region, Northern UK Authorities tend to have the highest
absence rates. The Health and Safety Commission has responded by calling for
public sector bodies to reduce their average absence rates by 30% by 2003 (Industrial
Society, 1999).
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Jackson (1983) stated that:
"to the extent that the job environment negatively affects the health of the
individuals, it also negatively affects the organizations in which those
individuals are employed" (p.3).
In this respect, findings from the Audit Commission's Report 'Recruitment and
Retention - a public service workforce for the twenty-first century' (September, 2002)
indicated that the public sector is facing an "imminent staffing crisis" (p.2). This is
because young people no longer want to work in it and nearly a third of its' workforce
are over 50 years of age. The Audit Commission described this as a potential
"demographic time bomb" (p.2), stating that there are also concerns about
"skill shortages, both in terms of basic skill levels in the workforce, and in
the key leadership, management and technical skills that are needed to
deliver public service improvements" v. 2).
The Social Services Workforce Study (Employers Organisation, 2002) mirrors these
trends reporting that amongst a total of 283,500 social service staff; around half to two
thirds of employees were aged over 40; 81% of employees were women, and almost
81% of employees were known to be white. This makes it difficult for Social Service
Departments (SSDs) to reflect the needs of their service users in term of gender and
ethnicity. Moreover, considering that 92 per cent of young people studying for
vocational qualifications in health and social care are female (Community Care, 2001)
these difficulties seem set to worsen.
Considering vacancies and turnover, the latest Department of Health figures show that
in September 2001, 9.4% of posts within SSDs covered by the survey were vacant
(Employers Organisation, 2002). Based on the total workforce figure of 283,500,
9.4% represents a shortfall of approximately 26,650 staff. Although the report
indicates that between 2000 and 2001 the level of vacancies overall fell in most
employee groups by between 0.5% and 5%, the vacancy rate increased by over 2%
amongst children's residential manager and supervisor posts. Whereas the turnover
rate for most occupation groups within social services lay between 8% and 13%, for
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care employees working in children's residential establishments, the rate was 15.3%.
At the same time, in terms of recruitment and retention:
"the worst affected group was the recruitment offield social workers to work
with children and families, for whom half the authorities (48%) reported that
they were experiencing dfJIculties in recruiting" (Employers Organisation,
2002, p.8).
Therefore, in terms of recruitment and retention, people working with children and
families appear to be of most concern within social services.
It is therefore not surprising that in the Audit Commission's (2002) survey "[pJeople
told us that stress was the biggest single factor in their decision to leave" (p.21).
This is worrying, not only in the light of the growing recruitment and retention
problems, but also as:
"there is a mounting body of evidence suggesting that job stress and staff
burnout in human service programs adversely affect the helping process
and the welfare of clients" (Cherniss, 1980, p.29).
The philosophy for stress prevention held by the European Commission's Framework
Directive (1999) is for employers to try to "eliminate the stressor(s)" (p.74), i.e.
primary prevention. Organisational change plus stress management is recommended
as a comprehensive approach to a healthy workplace (National Institute of
Occupational Safety and Health, 2000; Cox et al., 2000b; European Foundation,
1997). However, preventative activities are still comparatively rare, and "a review of
the stress management literature reveals that most interventions are weak, targeting
only the individual, and that very few are adequately designed or evaluated in
scientific terms" (Cox et al., 2000b, p.120; Springett & Dugdill, 1995). At the same
time there are few studies to date that have reported positive results, with frequent
methodological limitations in the research that has previously been published (Nytro
et al., 2000). This is leading to a growing feeling of discontent with the stress
management industry which, sceptics claim, can offer solutions that can do more
harm than good, e.g. relaxation therapies, when the problem is that they have been
3
forced to take on too much work (Briner & Reynolds, 1999). This is due to the
tendency, highlighted by Cox et al (2000b), to apply stress management strategies
without an initial 'problem diagnosis' stage and to focus on single, rather than
multiple intervention strategies. This method is described as essentially one of
damage limitation in that it generally addresses the consequences of stress rather than
its sources (European Foundation for the Improvement of Living & Working
Conditions, 1997). Additionally, under the Health and Safety at Work Act (1974)
organisations have a statutory legal responsibility for the health (both physical and
mental) and safety of their employees, and have a duty in law to assess all risks to
employee safety.
This thesis presents the findings of a recent study carried out in two social service
departments in the North West of England. These Departments are part of large
Borough Councils, together serving the needs of over 600,000 people living within
their boundaries, of which approximately 18% are over the age of 65.
1.1	 Aims of the research
The overall aim of this research was to develop an understanding of what stressors
impact on social service staff in order to develop an effective intervention, or range
of interventions from a grounded research baseline, which could then be followed up
with an evaluation study to assess the effectiveness of the interventions applied. This
'systematic approach', as recommended by Cox et al (2000b), NIOSH (1999), and the
European Foundation (1997), highlights the importance of going beyond a
"piecemeal response to health problems as they arise" (European Foundation, 1997,
p.26). This approach advocates active involvement of higher management; employee
participation; personnel management; occupational health service; external guidance;
works councils; health and safety committees and trades unions.
The reported research has been carried out in three phases. Firstly, a baseline survey
was used to identify what stressors were impacting on social service staff and the
potential impacts these were having in terms of mental well-being and job
satisfaction. This phase also sought to identify which groups, if any, were worst
affected by these stressors. The second phase used focus groups in the most severely
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affected work area in order to develop effective interventions or a range of
interventions in a participatory way from the grounded research baseline already
established. The third phase of this research was an evaluation of the process, which
was used to identify: what worked well, what did not and in what context; to inform
the literature on change management (which tends to give the impression that change
is relatively simple, as long as an organisation sticks to recommended recipes); to
identify any successes that were not anticipated; and finally, to build evidence
concerning the conditions which need to be created in order to achieve successful
outcomes and improve intervention effectiveness. This systematic process follows
recommendations which advocate approaches to stress management which seek to
identify stress problems, look for evidence about cause and effect, make informed
decisions about interventions, and evaluate the results (see for example, Briner 2000;
International Labour Organization, 2000). Therefore the key research questions for
the study are outlined below.
1.1.1	 Research questions
What stressors impact on social services staff?
• By what means can these stressors be reduced or eliminated?
• What services would staff like to be provided by their occupational health service?
• How successful will the future interventions (to be developed with the
participants) be in reducing or eliminating stress?
1.2	 Objectives
To develop a research instrument to collect baseline data on those stressors
impacting on social service staff.
To gather and analyse baseline data from which change can be assessed.
• To develop interventions aimed at reducing or eliminating those stressors
impacting on social service staff.
• To implement and evaluate the interventions, using a range of qualitative and
quantitative tools.
• To inform service provision with social service occupational health units.
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CHAPTER TWO - LITERATURE REVIEW
2.0	 Introduction
The topic of the healthy work place is vast (Shannon et aL, 2001), and as a result the
volume of organisational stress research has grown markedly in recent years (Dewe et
aL, 2000). Therefore this section of the thesis is of necessity limited in its coverage.
It's aim is to discuss the key themes that have arisen from the literature, pertinent to
the aims of this study, which are to primarily investigate: what stressors impact on
social services staff by what means can these stressors be reduced or eliminated and
how successful will future interventions (to be developed with the participants) be in
reducing or eliminating occupational stress?
The first section is predominantly theoretical, focusing on: the theoretical models of
stress; definitions, frameworks and theories of stress; and philosophies of stress
prevention. Within this section individual differences in coping with stress are also
briefly considered. The following section is more practical, aiming to put the
previous theoretical section into context by focusing on: the scale, causes and
consequences of stress; an overview of the public sector; factors contributing to stress
in social services with a particular focus on the problems associated with absenteeism
in the public sector. The review then goes on to consider what can be done to tackle
the problems associated with stress by focusing on stress management, in terms of:
interventions; the process of managing interventions within the workplace; and the
costs and benefits of preventing stress in the workplace. Finally, participatory action
research using focus groups is considered as an approach to creating changes in the
workplace aimed at reducing/eliminating stress where possible.
2.1	 Theoretical models of stress
Influential theoretical models of stress include Selye's General Adaptation Syndrome
and Lazarus' transaction model of stress, with both models providing a different
paradigm for conceptualising the problem of work-related stress (Ganster &
Schaubroeck, 1991). Lazarus' model focuses on the individual's subjective appraisal
of environmental demands, whereas Selye's model focuses more on the objective
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features of the environment (Ganster & Schaubroeck, 1991). However, these models
do not provide specific guidance as to the particular features of work that are most
important, and with regard to work stress the theoretical approaches that have
dominated the literature include the Person-Environment Fit model (French et a!.,
1982) and the Demand-Control model (Karasek, 1979) known as interactional
theories of stress (Cox et al., 2000; Levi & Levi, 2000; Ganster & Schaubroeck,
1991), and the effort-reward model (Siegrist, 1996), known as a transactional theory
of stress (Cox et aL, 2000; Levi & Levi, 2000). Karasek's model is also known as an
'environmental theory' (see Theorell, 1999), which has greatly influenced work
redesign, particularly in Sweden.
Interactional models focus on the structural features of the person's interaction with
their work environment, while, transactional models are more concerned with the
psychological mechanisms underpinning that interaction (Cox et al., 2000).
Transactional theories appear to build on the conceptual structures of the interactional
models, focusing on the possible imbalance between demands and ability or
competence (Cox et al., 2000). According to transactional theories stress is a negative
psychological state, involving characteristics of both emotion and cognition, therefore
"they treat the stress state as the internal representation of particular and
problematic transactions between the person and their environment" (Cox et al.,
2000, p.41, see also Dewe et a!., 2000).
2.2	 Definition of stress
The word stress is derived from the Latin word stringere, which means to draw tight,
and was used in the 17th century to describe hardships or affliction (Cooper, 1996).
During the 18th century, stress was defined as force, pressure, strong effort or strain,
preceding definitions of strain and load which were used in engineering terms, and
came to influence how stress affects individuals, as an external pressure on the
individual producing strain (Cooper, 1996). One of the first scientific attempts to
explain the stress process was made by Hans Seyle in 1946, who described the three
stages of alarm reaction; resistance; and exhaustion that the individual encounters in
stressful situations (Payne, 1999; Cooper, 1996). It is since then that research on
occupational stress has begun.
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"At the beginning of the third millennium, academics and practitioners are no more
able to cite an uncontested definition of stress than those grappling with the subject in
the 1960s" (Rees & Redfern, 2000, p.12O). Cox et al (2000b) state that essentially
there are three different, but overlapping approaches to its definition and study,
namely: the engineering approach, physiological approach, and psychological
approach. However, it has been suggested that the available evidence to date takes a
multi-factorial and holistic view point, which supports the psychological approach.
"Within this framework, stress is defined as a psychological state which is both part
of and reflects a wider process of interaction between the person and their (work)
environment" (Cox et al., 2000b, p.56). This definition highlights the importance of
the person's role in appraising the situation, which ultimately determines whether the
situation is actually a stressor, i.e. if a person perceives the demands as threatening
and perceive that they lack the abilities to cope with them, then stress will result
(Payne, 1999). Dewe et al (2000) assert that revisiting the troublesome concept of
stress should not be the issue:
"but to agree that our energy should now be directed towards creating
theoretical structures that recognize that stress is a continually changing
relationship between the person and the environment and that no one part
can be said to be stress because each is a component of a complex process
and each is linked to the other by powerful cognitive processes" (p.280).
This psychological approach to stress is in accord with transactional models of stress,
which sees stress as a negative psychological state, being the internal representation
of particular and problematic transactions between the person and their environment
(Cox et al., 2000).
Rees and Redfern (2000) assert that the lack of clarity surrounding the definition of
stress allows different groups (e.g. trades unions, employers or employers) to be
guided by their own perceptions of stress when dealing with stress-related issues,
resulting in proposed intervention strategies being based on the prevailing (sometimes
contradictory) perceptions of the factors responsible for the problem. Moreover, these
diverse perceptions, with differing emphasis on person-based or environment-based
factors, can lead to the minimising of the potential effects of other causes. Rees and
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Redfern (2000) highlight how the Confederation of British Industry (1999) for
example see stress as potentially beneficial, asserting that much of the negative stress
has little to do with factors internal to the organisation, whereas the TUC (1996)
highlight the causal factors which are considered to be the direct responsibility of the
employer. It is interesting to note that whilst this interaction between the person and
his/her environment is acknowledged in union publications on stress "trade union-led
discussion of the specIc causes of stress tends to be focused at the organisational
and national level" (Rees & Redfern, 2000, p.123).
2.3	 Overview: Frameworks, Theories and Defmitions
It is concluded (see for example Cox et a!., 2000) that there is growing agreement
around the adequacy and usefulness of the psychological approach to stress, which
defines stress as a psychological state, which is both part of and reflects a wider
process of interaction between the person and their work environment. In this respect,
a number of overview models have been offered that summarise the stress process, the
most notable being Cooper's model, (1976 cited in Cox et a!., 2000) below:
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control
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Mental
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Figure 1: Adapted from Cooper and Marshall's (1976) model of the dynamics of
work stress (cited in Cox et al., 2000).
2.4	 Individual Differences
There is evidence that the work environment creates stressors, although the amount of
stress is affected by the nature of the person who is exposed to it (see for example
Cox et al., 2000; Payne, 1999). In this respect, individual differences can be as a
result of: genetics in the form of gender and intellectual ability; ascriptions acquired
as we develop, such as age, social class, and personality and dispositional factors
developed under the influence of both genes and experience (Payne, 1999). Dewe et
a! (2000) maintain that future research should concentrate on the context of the
transaction between the individual and their environment, i.e. those mechanisms
through which the stress process develops. However, Clarke and Cooper (2000)
highlight that even in seemingly stressful jobs, such as the police (Hart et al., 1995) or
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teaching occupations (Hart, 1994) research indicates that organisational factors such
as poor communication and bad administration, rather than factors intrinsic to the job,
were the main predictors of psychological distress. In addition, the purpose of this
research was to develop an understanding of what stressors impact on social service
staff, in order to develop an effective intervention/range of interventions from a
grounded research baseline, which can then be followed up with an evaluation study,
rather than to explore the stress process. In this respect, Cox et al (2000) assert that
"a more radical approach is required, as the present research paradigm for
individual differences may not be capable of providing the necessary progress"
(p.123). Similarly, the European Union Framework Directive's principles of
prevention include combating the risks at source, and adapting the work to the
individual, rather than the individual adapting to work (Levi & Levi, 2000). Smith
(1998b) maintains however that organisational and individual approaches are to some
extent comparable stating that "the organizational approach is, after all, essentially a
highly individual approach, just administered collectively" (p.1).
Therefore, whilst recognising that individual differences will undoubtedly play a part
in people's reactions to stressful environments, it is outside the scope of this thesis to
explore the role of such differences. Additionally, the organisations concerned
already have secondary forms of stress management interventions in place, i.e. stress
management training courses and counselling services, which could potentially help
individuals in terms of coping skills etc., however, the focus of this thesis is on
primary prevention, which takes place at the organisational level, and is aimed at
reducing or eliminating the sources of stress in the work environment (see for
example Cox et al., 2000; Levi & Levi, 2000). To quote Dr Anton Obholzer, Chief
Executive of the Tavistock and Portman NHS Trust speaking at The Cranuield
conference "any individual carrying stress at work does so on behalf of the group,
and it 'S no use caringly frog-marching them offfor counselling. You don 't give the
pit canary therapy, you get it out of the pit" (cited in Smith, 1 998b, p.2).
2.5	 Philosophies of stress prevention
The philosophy of the European Commission's Framework Directive (1999) is for
employers to try to "eliminate the stressor(s)" (p.74), i.e. primary prevention.
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Similarly, the EU Framework Directive's principles of prevention include; avoiding
risks; combating the risks at source; and adapting the work to the individual (Levi,
2002). This would involve a combination of job-redesign; improving social support;
proving reasonable reward for the effort invested by workers; and adjusting
occupational physical, chemical and psychosocial settings to the workers' abilities,
needs and reasonable expectations (Levi, 2002). The National Institute for
Occupational Safety and Health assert that organisational change plus stress
management (secondary prevention) provides a comprehensive approach to
preventing stress at work (NIOSH, 2000). Cox et al (2000b) and the European
Foundation (1996) agree, however, their research shows that the majority of action
taken by EU Member States is aimed at modifying the stress response or stress-related
health outcome, with preventative activities still comparatively rare. 'Where health
promotion activity in the workplace has taken place:
"a review of the stress management literature reveals that most
interventions are weak, targeting only the individual, and that very few are
adequately designed or evaluated in scientUIc terms" (Cox et al., 2000b,
p.120; see also Burke & Richardson, 2000; Springett & Dugdill, 1995).
Similarly, few studies of organisational stress indicate that a multi-level approach has
been attempted (Ivancevich & Matteson, 1988).
Cox et al (2000b) also highlight the tendency to apply stress management strategies
without an initial 'problem diagnosis' stage and state that stress management
strategies often focus on single, rather than multiple intervention strategies. This
method is described as essentially "one of damage limitation" in that it generally
addresses the consequences of stress rather than its sources (European Foundation for
the Improvement of Living & Working Conditions, 1996). Moreover, the traditional
approach to stress has been that it is defined by the expert, rather than self-defined by
the 'client' (Shipley & Orlans, 1988). "In order to understand the nature of stress
and to design an appropriate stress management programme, we suggest that it is
necessary to conduct a stress audit or psychological risk assessment" (Sutherland &
Cooper, 2000, p.126). In this respect, the management of stress at work is based on
risk assessment (see for example, Booton, 2002). The benefits of conducting a stress
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audit include; using a diagnostic instrument as a proactive approach to stress
management; identifying organisational and individual strengths and weaknesses,
thereby helping the organisation to target scarce budgetary and time resources; it can
help to identify both the target and approach to stress management (i.e. primary,
secondary or tertiary); it can provide a baseline measure from which to evaluate any
subsequent interventions; and it can help to raise the issue of stress in the workplace
and de-stigmatise it (Sutherland & Cooper, 2000). Components of a stress audit
(Sutherland & Cooper, 2000) should include identifying the sources of stress; stressor
outcomes (including sickness absence levels; job satisfaction levels or levels of
anxiety or depression); identify any individual differences which may be moderating
or mediating the stress response (e.g. age; gender; occupation; education level or
socio-economic status); identify predictors of stress, or those factors most strongly
associated with stressor outcomes; and finally, ascertain and measure staff attitudes,
i.e. what employees need and want in order to reduce stressors in their workplace.
Additionally, Sutherland and Cooper (2000) recommend using qualitative data, such
as interviews, to identify stressors specific to the company and assist in the
interpretation of the larger-scale questionnaire survey, with the questionnaire design
being based on the findings from the qualitative data.
This research aims to address the current gaps in the research, as outlined above, by
attempting to firstly carry out a 'problem diagnosis' stage to identify the stressors, and
then by using focus groups to generate qualitative data which can be used to
participatively develop interventions aimed at eliminating them, i.e. primary
prevention. Following NIOSH (2000) and Sutherland and Cooper (2000) it also seeks
to inform a user-led occupational health service with the potential to manage stress,
i.e. secondary prevention.
2.6	 Stress - scale, causes and consequences
Throughout the past few years, levels of concern have been expressed by such
organisations as the Department of Health, the Health and Safety Executive, the CBI
and a number of Trades Unions, in addition to a number of employers regarding the
high cost of stress in financial and human terms, as well as to the national economy
(Raymond, 2000). Furthermore there have been a growing number of cases of legal
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compensation for stress, the most famous being Walker v. Northumberland County
Council (1995), which resulted in costs of approximately £500,000, Mr. Walker being
awarded £175,000 (Raymond, 2000). As a result there have been a number of
surveys undertaken to investigate occupational stress, its scale, sources and
consequences.
2.6.1	 Scale and costs of occupational stress
To assess the scale of occupational stress in the UK, the Health and Safety Executive
have carried out a number of surveys, including Surveys of Work-Related Illness
(SWI), which have been conducted in 1990, 1995, 1998/99, and 2001/02 (HSE,
2002c). Other surveys include the Bristol Health at Work Survey (HSE, 2000a), and
research carried out by Smith et al (2000a) looking at impact of demographic factors
and type of job on occupational stress. Data from these surveys indicate that in
2001/02 approximately 563,000 individuals were suffering from work-related stress,
depression or anxiety in Britain (HSE, 2002c). Furthermore, 80,000 were estimated
to be reporting work-related heart disease (HSE, 2002c).
The Bristol Stress and Health at Work Study (SHAW) (Smith, 2001; HSE, 2000a)
which is based on the responses of approximately 8,000 people in the Bristol area,
found that about one in five workers reported feeling either very, or extremely
stressed by their work, equating to about 5 million workers in the UK. Being very
stressed was associated with a range of job design factors, including having too much
work to do, or not being supported by management and was associated with a range of
outcomes, including poor mental health and back pain, and health-related behaviours
such as drinking alcohol and smoking (HSE, 2000a). The difference in the figures
from the SI-JAW study and the SWI studies is almost ten-fold, because:
"SWI estimates represent more serious cases where individuals reported
unprompted that work stress was making them ill, i.e. had some significant
physical of psychological impact on their health, whereas SI-IA W survey
estimates represent individuals' assessments of the stress levels in this job"
(HSE, 2002c, p.2).
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Therefore, SHAW can be considered as an estimate of those people who feel they are
exposed to significant amounts of work stress, whereas SWI data is an estimate of the
number of people who believe that they have suffered significant effects as a result of
such exposure (HSE, 2002c).
The different measures used, together with variations in the way illnesses are
described and classified makes it difficult to assess trends in work-related stress
(HSE, 2002c), however:
"limiting analyses to England and Wales and attempting to align stress
figures to a similar basis suggests an approximate doubling of the
prevalence rate of self-reported stress from 1990 to 1999 and no signflcant
change between 1999 and 2001" (p.3).
Furthermore, the stigma attached to stress, or the awareness and knowledge of stress
can change considerably over time and influence the reporting of work-related stress
(HSE, 2002c). Kevin Barraclough (2000) a GP warns that the recent medicalisation
of stress, highlighted by Dr. Furedi, can actually increase the sense of injury, and
invite people to perceive themselves as ill. Barraclough (2000) points out that "there
are many therapists, lawyers, and others who have a vested interest in creating a
climate in which people are encouraged to interpret their daily problems through the
metaphor of psychological illness" (p.519). In terms of work-related stress 20%
(500,000) of reported cases of ill health (about 92,000 new cases occurring each year)
were stress related, which is estimated to be resulting in 6.5 million working days lost
annually, at a cost (based on 1995/96 prices) of approximately £3.7 to £3.8 billion
(HSE, 1999). More recently, working days lost due to stress, depression or anxiety in
200 1/02 were estimated at 13.4 million days, with the average number of days lost per
case being 29.2 (HSC, 2002).
The Confederation of British Industry (CBI) has similarly being conducting annual
absence and labour turnover surveys since 1987. The latest survey, January/February
2002 reviewed 746 organisations, representing approximately 9% of the UK
workforce, or approximately 2.3 million employees (CBI, 2002). Findings indicated
that workplace absence has fallen to its lowest level for at least 14 years, although the
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cost to employers has risen by more than a billion pounds, with projected costs across
the whole workforce of £11.8 bn in 2001 (CBI, 2002). This increase in costs is due to
the need to cover absenteeism by spending on overtime or temps, due to lack of
operational slack and greater competitive pressures (CBI, 2002). The average number
of days lost in the public sector was 10.1, compared to 6.7 on average in the private
sector, with the gap between the two sectors reported to be widening. "The public
sector employs 27 per cent of the workforce but, at £3.6 billion, accounts for 32 per
cent of the total cost" (CBI, 2002, p.2). The CBI estimate that of these figures, stress-
related absence accounts for the loss of 187m working days per year, costing the UK
approximately £12 bn (The Guardian, 17th March, 2001). Further research
commissioned by the International Stress Management Association (ISMA) and
Royal and SunAlliance (R&SA) indicated that 70% of UK adults have experienced
stress in the workplace, with nearly half (49%) of those who experienced stress at
work, indicating that it had increased over the past 12 months (ISMA, 2000).
28% of European workers, approximately 41 million people, were reported to be
affected by stress at work in 2000 (European Agency for Safety & Health at Work,
2003). Cox et al (2000) suggest that between 50% and 60% of all working days lost
are due to stress. Based on 1999 figures, in Europe it is estimated that work-related
stress is costing member states at least 20 billion euro annually (European Agency for
Safety & Health at Work, 2003).
In June 2000 (HSE, 2001) in Britain the Revitalising Health and Safety (R}IS)
strategy was launched which set three national targets for improving health and safety
performance by 2010. These targets included: a reduction in the number of working
days lost per 100,000 workers from work-related injury and ill-health (including
stress) by 30%; a reduction in the incidence of work-related ill health by 20%; and a
reduction in the incidence rate of fatalities and major injuries by 10%. By 2004,
government aims to have achieved half of the improvements under each target (HSE,
2001).
In Europe, the European Commissioner for Employment and Social Affairs, Anna
Diamantopoulou, highlighted how work-related stress is being continually identified
by both the European Parliament and the European Economic and Social Committee
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as one of the key themes for attention (Diamantopoulou, 2002). In response, in
December 2000 the European Social Agenda committed the European Commission to
developing a Community strategy on health and safety at work, which aims to
promote well-being at work in addition to preventing accidents at work and
occupational diseases (Diamantopoulou, 2002). This strategy is based on the
Guidance on Work-Related Stress (Levi & Levi, 2000) and the European Agency's
report on the State of Occupational Safety and Health in the European Union (2000).
2.6.2 Source of workplace stress
The workplace, where many of us spend much of our lives, is a potential source of
stress however it is also a potential source of good health promotion (Shipley &
Orlans, 1988). Cox et al (2000) having extensively reviewed the literature on the
nature of those psychosocial hazards of work which are experienced as stressful
and/or carry the potential for harm, found that there is reasonable consensus in the
literature, with ten different categories of job characteristics, work environment and
organisations identified which may be hazardous (see table 1) (See for example Levi
& Levi, 2000; Raymond, 2000; Rees & Redfem, 2000; Smith et a!., 1998; Cox &
Griffiths, 1996; Jones & Fletcher, 1996; Cooper, 1996; Spurgeon & Barwell, 1995;
Cox & Cox, 1993, Warr, 1987a).
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Table 1: Stressful Characteristics of Work (Cox et al., 2000, pAi8)
Category	 Conditions defming hazard
Context to work
Organisational culture and function Poor communication, low levels of
support for problem-solving and personal
development, lack of definition of
________________________________________ organisational objectives.
Role in organisation	 Role ambiguity and role conflict,
______________________________________ responsibility for people.
Career development Career stagnation and uncertainty,
underpromotion or overpromotion, poor
pay, job insecurity, low social value to
___________________________________ work.
Decision latitude/control Low participation in decision making,
lack of control over work (control,
particularly in the form of participation,
is also a context and wider organisational
________________________________________________ issue).
Interpersonal relationships at work
	 Social or physical isolation, poor
relationships with superiors, interpersonal
______________________________________ conflict, lack of social support.
Home-work interface	 Conflicting demands of work and home,
low support at home, dual career
______________________________________ problems.
Content of work
Work environment and work equipment 	 Problems regarding the reliability,
availability, suitability and maintenance
______________________________________ or repair of both equipment and facilities.
Task design	 Lack of variety or short work cycles,
fragmented or meaningless work,
___________________________________ underuse of skills, high uncertainty.
Workloadlworkpace	 Work overload or underload, lack of
control over pacing, high levels of time
______________________________________________ pressure
Work schedule
	
	 Shift working, inflexible work schedules,
unpredictable hours, long or unsocial
__________________________________ hours.
The literature is extensive on the sources of workplace stress accordingly it is only
possible to briefly discuss each factor below.
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2.6.3 Organisational Culture and Function
Organisational culture and management style are frequent sources of stress, including
factors such as lack of participation and effective consultation, lack of consistency,
office politics, poor communication, and restrictions on behaviour (Smith, 2000b;
Cartwright et aL, 2000; Levi & Levi, 2000; Cooper, 1996). Stevenson (2000) adds
that authoritarian management holding staff in low esteem, seem likely to be among
the causes of occupational stress, leading to low job satisfaction and poor
communication. In this respect, Professor Sir Michael Marmot, Director of the
Whitehall II study (cited in HSE 2000) claims that:
"[pJoor work design is a major preventable cause of mental and physical
illness. There is likely to be a virtuous circle: management practices that
are good for the health of employees are likely to be good for their
productivity. Good management is therefore in the interest both of the
organization and its workers" (p.2).
Bacharach and Bamberger (1992) advise that the structuring and design of work in the
public sector is critical in achieving the goal of retaining a health and effective
professional workforce, given the minimal flexibility that public sector administrators
have with regard to monetary compensation. In this respect, a central factor is the
level of participation and involvement offered to employees (Spurgeon & Barwell,
1995).
Organisational change can also have negative effects on employees, including: job
loss; reduced status; interpersonal conflict at work and home; loss of identity; and
threats to individual self-esteem and well-being (Terry & Callan, 2000). In this
respect, the experience of change has been isolated as a central defining feature of
stress (Terry & Callan, 2000; Cooper, 1996).
2.6.4	 Role in organisation
Three critical factors identified as being major sources of potential stress include; role
ambiguity; role conflict; and the degree of responsibility one has for others (Cooper,
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1996, Spurgeon & Barwell, 1995), especially in public sector organizations
(Bacharach & Bamberger, 1992). Furthermore, Smith (2000b) found "a consistent
pattern of results indicating that adequate prestige, status, respect, support and work
prospects are all signfIcantly associated with lower levels of work stress" (p.116).
Gardner and Oswald (2002) claim that high levels of education seems to contribute to
lower levels of mental stress in later life. Conversely, Smith (2001; see also
Bourbonnais et al., 1996) found in the Bristol Stress and Health at Work study that
"educational attainment was found to be an important factor, with those educated to
degree level or equivalent having a higher proportion of the high-reported stress
category" (p.78). In this respect, those earning £20,000+ p.a. reported significantly
more high stress than those earning below this level (Smith, 2001). Additionally,
Bourbonnais et al (1996) found that more women than men were likely to report
higher levels of symptoms or distress.
2.6.5	 Career development
Job insecurity has been found to be significantly associated with higher reports of
occupational stress (Smith, 2000b; Cooper, 1996; Spurgeon & Barwell, 1995).
Additionally, issues of promotion, both in terms of being under-promoted and over-
promoted have been found to be a potential source of stress (Cooper, 1996; Spurgeon
& Barwell, 1995). Recently, Li and Wearing (2002) in a study of the top 350 UK
quoted companies found that female non-executive directors, who accounted for just
of 6% of the non-executive directors in the sample, are at a disadvantage in gaining
promotions such as chair of important sub-committees, or chairs of the board itself.
2.6.6	 Interpersonal relationships at work
Relationships with supervisors, colleagues, subordinates and customers are potential
sources of stress (Payne, 1999; Cooper, 1996; Jones & Fletcher, 1996). In this respect
research has shown that support from colleagues and immediate superiors has been
found to be associated with significantly lower levels of perceived work stress (Levi
& Levi, 2000; Smith, 2000b; Cooper, 1996; Spurgeon & Barwell, 1995), and
increased levels or organisational citizenship (Daniels & Harris, 2000). "Poor
relationships at work can be characterized as having low trust, low levels of
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supportiveness and low interest in problem-solving within the organization"
(Spurgeon & Barwell, 1995, p.11 8).
Low social support at work, after controlling for psychological distress, age, sex,
smoking and physical activity, has been found to be associated with elevated heart
rates during the daytime, with the effect persisting throughout the evening after work
(Evans & Steptoe, 2001).
2.6.7 Home-work interface
Family responsibilities are an important factor in raising the stress level, particularly
in families in which both parents' work and single-parent families (International
Labour Organization, 2001; Smith 2000b; Cooper, 1996). Smith (2000b) found that:
"job stress is more strongly associated with the impact of the job upon
one 's family life and is more important in determining job stress over time
than the way in which one 's family lfe interferes with the time one can
devote to work" (i.118).
The provision of family care appears to magnify the impact of stress on women as
research has shown that the total workload of women working full-time is higher than
their male counterparts (International Labour Organisation, 2001; Ganster &
Schaubroeck, 1991). Even though marital status was found to be influential in the
reporting of high stress (Smith, 2001), it was in fact widowed, separated or divorced
employees reporting a greater proportion in the high-reported stress category.
However, no association between domestic load and psychological distress at work
using the Psychiatric Symptom Index (PSI) was found by Bourbonnais et al (1996).
2.6.8	 Work environment, work equipment and task design
Poor mental well-being has been found to be directly related to unpleasant work
conditions, especially with regards to noise; vibration; lighting and extremes of
temperature (Fay & Sonnentag, 2002; Cooper, 1996; Spurgeon & Barwell, 1995).
The concept of 'sick building syndrome' refers to "a building in which the occupants
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experience a range of symptoms causing discomfort and a sense of being unwell,
rather than specfIc illnesses" (Health & Safety Executive/Local Authorities
Enforcement Liaison Commiftee (HELA), 2000, p.1; see also U.S. Environmental
Protection Agency, 1991). Additionally stressors, such as inadequate or broken tools
or equipment, lead direct impairment of job performance and execution (Fay &
Sonnentag, 2002). Monotonous work has also been found to be a major contributor to
stress related illness (European Agency for Safety & Health at Work, 2000).
Furthermore having a variety of interesting things to do was associated with relatively
low levels of work stress Smith (2000b).
2.6.9	 Workload, workpace and work schedule
Looking at the literature, research has identified heavy workloads or work overload as
being one of the main causes of stress throughout a wide range of occupations
(Burbeck et al., 2002; Tudor, 2002; Spurgeon & Cooper, 2001; Gillespie et al., 2001;
Cox et al., 2000; Smith et al., 200Db; Cooper, 1996; Spurgeon & Barwell, 1995).
These pressures can include constant time pressures, a lot of responsibility, constant
interruptions, or unfair treatment at work (Smith, 2000b; Spurgeon & Barwell, 1995).
However, the evidence is equivocal, with some studies of workload and role overload
finding positive relationships with performance (Jex, 1998). Daniels and Harris
(2000) conclude therefore that for work load and job control, the evidence indicates
that "job conditions influence performance asymmetrically and only in certain
conditions. That is, extreme forms of job control may enhance performance, and
extreme working hours may reduce performance" (p.305).
In terms of working hours, UK employees tend to work longer than their European
counterparts (generally for significantly lower financial reward), with a substantial
number exceeding the statutory 48-hour weekly maximum (Stevenson, 2000). In this
respect, extended working hours sustained over long periods have been associated
with an increase risk of cardiovascular disease (CVD) (Spurgeon & Cooper, 2001). It
is not surprising therefore, to find that (Smith, 2001) working full-time was found to
be more stressful than working part-time in the Bristol Stress and Health at Work
Study.
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Shift working has also been linked to a range of physical health problem, together
with increased risks of both anxiety and depression (Spurgeon & Cooper, 2001; Smith
et al., 2000b; Spurgeon & Barwell, 1995).
"Current evidence suggests, as a signficant source of occupational stress,
shift-working is likely to increase the risk of mental health problems in all
workers, and that this risk may be magnfIed in certain vulnerable groups"
(Spurgeon & Cooper, 2001, p.95/96).
Cardiovascular disorders have been found to be associated with various types of shift
work, particularly night work, with Spurgeon and Cooper (2001) stating that these
work patterns can be seen as a source of occupational strain, which may act to
increase physiological risk factors for CVD, and may also encourage behaviour
patterns such as poor diet, smoking, or limited physical activity which are associated
with increased risk. Problems associated with shift work have been found to increase
with age and are more pronounced in female shift workers (Spurgeon & Cooper,
2001).
2.6.10 Job control, satisfaction and stress
Spector (2002) asserts that [o]ne of the most important elements in the occupational-
stress process is the perception of control" (p. 134). Perceived control is an
important element in all stages of the job stress process, i.e. the work environment;
perceived stressor; negative emotion and strain (Spector, 2002). Low levels of
perceived control have been found to be associated with a number of strains,
including: anxiety, frustration, physical symptoms and doctor visits in the previous
twelve months (Spector et al., 1988). Unsurprisingly therefore, low job control has
been found to be associated with an increased number of absence spells (Arola et a!.,
2003). As a result it is increasingly common to see job control, autonomy and
decision latitude being increased in order to improve job performance (Jones &
Fletcher, 1996). In this respect, the job demands control model (discussed in more
detail in the methodology section) (Karasek, 1979) has provided the underlying
theoretical basis for the majority of studies on the effects of work control (Terry &
Jimmieson, 2001; Jones & Fletcher, 1996).
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Having control over work, or sufficient decision latitude, is important because it
enables staff to deal with demands by taking personal action (Karasek, 1979),
consequently control can moderate the effects of job demands on the cardiovascular
system and health status in general (Jones & Fletcher, 1996). Karasek showed that
satisfaction at work, mental health, and satisfaction with life in general are best
predicted by an optimum combination of job demands and levels of decision latitude
or discretion (Payne, 1999). Active jobs are those which people perceived as high on
demands and high on decision latitude, which produced elevated levels of satisfaction
and positive mental health (Payne, 1999). Distress however is caused in Karasek's
model by the combination of low decision latitude and high demands (High Strain
Jobs). Low demands and high discretion combined produce relatively stress-free
environments where people have higher satisfaction and low stress (Low Strain Jobs)
(Payne, 1999). Similarly in Warr's vitamin model of stress (Warr, 1987) control
assumes a central role considered important for well-being, as it can potentially allow
the individual to adjust the levels of other stressors. However, Jones and Fletcher
(1996) point out that "[d]iscussions of control at work frequently assume that the
concept is clear and unambiguous, but even the major theories ofjob control contain
elements within their definitions that may be controversial" (p.36). Jones and
Fletcher (1996) use Karasek's model as an example, pointing out that including
measures of skill discretion and decision authority is broader than the popular
meaning of control.
The International Labour Organization (2001) asserts that women still tend to occupy
less senior jobs then men, resulting in lower levels of control in their jobs. This
finding is supported by a recent study of the top 350 UK quoted companies, which
found that female non-executive directors accounted for just over 6% of the non-
executive directors, with their numbers declining as the company size decreases (Li &
Wearing, 2002). Burbeck et al (2002) along with a number of other authors (see for
example Bishop et al., 2003; McLean, 1999) assert that having control appears to be
important in stress, as well as in new episodes of coronary heart disease.
Additionally, McLean (1999) asserts that lack of control and role conflict are
associated with job dissatisfaction.
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Looking at job satisfaction, Spurgeon and Barwell (1995) assert that the concept of
job satisfaction is only poorly understood. However, put simply, job satisfaction and
dissatisfaction are dependent on factors to do with the workplace, in addition to
factors to do with the individual (Spurgeon & Barwell, 1995). Challenging, rather
than overwhelming, working conditions, a comfortable working environment, and
reward systems that are perceived of as fair and also under employee control tend to
result in high job satisfaction (Spurgeon & Barwell, 1995). However:
'lob satisfaction is a powerful predictive concept that is also practically
very important since a large body of evidence suggests that those who have
a positive set of attitudes to their work behave dfferently from those who
see work from a negative viewpoint" (Spurgeon & Barwell, 1995, p.110).
Job satisfaction with pay, prospects, colleagues, physical working conditions, the
running of the section, and the way one's abilities are used have all been found to be
significantly associated with low levels of work stress (Smith, 2000b). Length of
service has also been found to be associated with job satisfaction, with those who
dislike their jobs tending to change them, although only fairly small relationships are
generally found between job satisfaction and such factors as absenteeism and turnover
(Spurgeon & Barwell, 1995). A study by Parimore (1969, cited in Spurgeon &
Barwell, 1995) reported that job satisfaction was "a better predictor of the age at
which people would die than a range of more obvious predictors including measures
ofphysical health, smoking habits and economic position and security" (p. 110).
2.6.11 Consequences
"There is now considerable evidence that perceived stress at work is widespread and
is associated with ill health at work" (Smith, 2001, p.'74; International Labour
Organisation, 2001; Smith, 2000b; National Institute for Safety & Health, 1999;
Cahill et al., 1995; Cox & Cox, 1993). Pathogenic mechanisms include emotional
reactions (e.g. anxiety and depression); cognitive reactions (e.g. inability to
concentrate or make decisions); behavioural reactions (e.g. alcohol or drug abuse);
and physiological reactions (e.g. neuroendocrine and immunological dysfunction)
(Levi, 2002). Shipley and Orlans, (1988) assert that the accumulation of stressful
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experiences, accompanied by unhealthy coping behaviour, may lay early foundations
for subsequent disease, which may be irreversible. Additionally, stress at work is
associated with more frequent minor physical problems, such as digestive problems,
headaches, upper respiratory tract illness, and backache, and with mental health
problems, such as anxiety, depression, and sleeping problems (Spurgeon & Cooper,
2001; Smith, 2001; Smith, 2000; Smith, 2000b; Payne, 1999). Payne (1999, see also
Cox et al., 2000), highlight stress as a process involving the person interacting with
their environment, making appraisals of the interaction, trying to cope, whilst
sometimes failing to deal with the problem that arise. This process is outlined by
Payne (1999) below:
Table 2: Psychological outcomes of different stress situations (Payne, 1999)
Strength of	 Duration of Stressors
Stressors	 Short term	 Medium term	 Long term
Dismay
Bored	 Torpidity	 DisillusionmentWeak Restless	 Loss of direction	 DepressionLow demands Lethargic	 Helplessness	 Sense of failure
Alienation
AchievementChallengeModerate	 Aroused Feelings ofEnjoymentChallenging	 Liveliness Satisfaction	 adequacy ordemands	 Fun	 competency andSelf-efficacy	 high self-esteem
Anger
Fear	 AnxietyStrong	 High arousal	 DepressionWorry for future	 ExhaustionExcessive	 Tension TirednessDemands	 Excitement	 Loss of self-Accomplishment
confidence
__________________ _________________ 	 (if coping)	 _________________
Additionally, stress has been shown to suppress the immune system, for example
Ronald Glaser of the Ohio State University Medical Centre and colleagues, showed
that the "immune response induced by vaccination against pneumococcal pneumonia
was lower in people who were chronically stressed" (Senior, 2001, p.1). Significant
associations have also been found between work stress and major depression (Wang
& Patten, 2001). Depression, which is the extreme end of stress, has been implicated
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as: a primary risk factor for cardiovascular disease; as a cofactor in ulcer formation;
and a delaying factor in wound healing (Senior, 2001). Links have also been
demonstrated between work-related stress, violence, drug and alcohol abuse and
tobacco consumption (International Labour Organization, 2000). For a
comprehensive review of this topic in the form of a bibliography, see Ugon (2000).
2.6.12 Legal aspects of stress
The legal aspects of stress are extremely complex and new legislation appears
regularly (Raymond, 2000). Consequently, any more than a brief discussion of the
key legal aspects of stress is considered outside the scope of this thesis. There is no
exact law pertaining to stress, although significant Acts include Health and Safety Act
1974, The Management of Health and Safety at Work Regulations 1992, and The
Working Time Regulations 1998 (Raymond, 2000). Under the Management of
Health and Safety at Work Regulations 1992 and the Health and Safety at Work Act
1974 there is a statutory duty relating to workers' health, safety and welfare, to carry
out risk assessments regarding both physical and psychosocial hazards, and manage
the risks as far as is reasonably practicable (Smith, 1998a). The possibility of an
employee succeeding in a civil suit for damages following the employer's negligent
breach of his common law duty of care (to provide a safe system and conditions at
work) has been firmly established since the Walker v. Northumberland County
Council case in 1995 (Smith, 1998a). Additionally an employee could claim
constructive dismissal after leaving by claiming that their employer did not provide
them with a safe place to work (Smith, 1998a).
The Trades Union Council (TUC) conducts surveys, which have been run every two
years, and have shown that since 1996 stress has topped the list of participants
concerns of the main hazards in their workplace (Tudor, 2002). The most recent
research from the TUC (Bryson, 2003) shows that stress claims continue to be a major
issue, with 2,503 claims being started in the calendar year 2001, although the overall
numbers were less than the previous year, probably due to the change in legislation.
Previous surveys by the TUC (Tudor, 2002) showed that the number of stress cases
had risen from 459 in 1997 to 6.428 in 2000.
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Recently, however, following Terence Sutherland v. Penelope Hatton (2002), the
Court of Appeal has redefined the guidelines under which employees can claim
damages for psychological illness through stress at work (Harper, 2002). This
judgment has led to two teachers and a factory worker, losing awards totalling nearly
£200,000, despite being unable to return to their jobs because of stress-related illness
(The Guardian, 6th February, 2002). The appeal court ruling makes it clear that if
employees feel under stress at work they should inform their employers and give them
a chance to do something about it, and that if they fail to do this, a compensation
claim is less likely to succeed (The Guardian, 6th February, 2002; Harper, 2002). The
court found that; no occupations should be regarded as intrinsically dangerous to
mental health; employers generally should assume that the employee can cope with
the normal pressures of the job, unless they know of some particular problems with
vulnerability; if an employer offers a confidential counselling service, with access to
treatment, then they are unlikely to be found in breach of duty; and if the employers
only alternative was to either sack or demote the employee, then they would not be
found in breach of duty in allowing a willing worker to continue in the job (Harper,
2002). Harper (2002) claims that:
"in many respects the decision represents a victory for common sense as it
places equal responsibility on employees to bring their condition to the
attention of the employer and/or make a decision not to carry on in the same
employment fthey find that employment stressful" (p. 48).
Less obvious consequences of stress include bruxism, or worn teeth, with the British
Dental Foundation reporting that more young people are presenting with bruxism due
to teeth grinding whilst asleep (The Guardian, 27t1 January, 2000). Bruxism amongst
young professionals has been attributed to rising stress at work, with symptoms
including: headaches; painful teeth; broken fillings; an aching jaw or neck; and
ringing ears (The Guardian, 27th January, 2000). Furthermore, earlier this year, a
survey was conducted by NOP on behalf of the Prudential (2003), which "has shown
that after a stressful day at work, 18 million of us hit the shops for a dose of retail
therapy" (p. 1), resulting in spending estimated at approximately £5.4 billion.
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Stress does not only affect the individual, examples of how stress can affect an
organisation include: increased complaints from clients; less commifted staff; an
increase in accidents; increase in staff turnover; increased absenteeism; reduction in
performance by the workiorce; and compensation claims for stress-related illness
(Raymond, 2000; Cartwright et a!., 1995; Spurgeon & Barwell, 1995; Cox & Cox,
1993). Indices that are indicative of organisational ill health, other than the obvious
ones of sickness absenteeism, high turnover and low productivity, include high
insurance and health care costs, low levels of commitment and job satisfaction, poor
accident and safety records, and generally worsening industrial relations. However
'job performance' is regarded by Jex (1998) as a "deceptively simple term" (p.25),
considering it is in fact a complex multidimensional concept (Fay & Sonnentag,
2002). Job performance can relate to behaviours engaged at whilst at work, both in
terms of behaviours which are not specific to tasks at work, or those which solely
contribute to job performance, such as task performance (Daniels & Harris, 2000; for
a comprehensive review of definitions of job performance, see Jex, 1998), or more
simply, the difference between in-role and extra-role performance, which is
essentially voluntary (e.g. personal initiative (P1)) (Fay & Sonnentag, 2002). Jex
(1998) proposes that stressors can impact on job performance both, directly and
indirectly, most often negatively impacting on job performance by first negatively
impacting on important antecedents e.g. level of effort, or motivation (see also Fay &
Sonnentag, 2002). Fay and Sonnentag (2002) "argue that the role of stressors for
challenging and proactive lypes of extra-role behaviors is different than for in-role
behaviors" (p.223). Results of their study indicated that working under time pressure
and enduring situational constraints were positively related to changes in the extra-
role behaviour of P1 (Fay & Sonnentag, 2002). Similarly, Daniels and Harris (2002)
having reviewed the literature, conclude that "[s]tudies that have examined average
job satisfaction within organizations have produced the strongest evidence of a link
between well-being and performance" (p.307). Daniels and Harris (2002) point out
however, that the number of studies are limited, and recommend better designed
studies which attempt to investigate the extent to which job satisfaction mediates the
relationship between job and organisational characteristics and performance.
According to a recent survey, three-quarters of staff want to see legislation to tackle
stress in the workplace (The Guardian, 17thi March, 2003). In this respect, The
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Guardian (17th March, 2003) reports that the Health and Safety Executive is aiming to
introduce work-related stress audits, or risk assessments, as part of its routine health
and safety inspections by the end of the year. Risk assessments are being proposed to
identify hazards such as bullying at work, poor management and poor work practices,
with a view to both developing and following through an action plan aimed at
addressing them.
2.7	 The Public Sector
"The biggest single reason that people identjfy for joining the public sector is the
opportunity to 'make a difference 'for service users and local communities" (Audit
Commission, 2002, p.13). However, as Postle (2002) states, "many care managers
expressed feelings of 'divided loyalty being no longer clear whether they served
individuals' needs or those of a bureaucratic organisation... "(p.345).
In 2001, there were 5.2 million jobs in the public sector, showing an increase of
91,000 (1.8 per cent) on the previous years (Hardwidge, 2002). The public sector is
characterised as; having a broad range of stakeholders with sometimes conflicting
interests; having complex objectives, i.e. not being driven by a single goal such as
profit; being substantially influenced by politics; and having groups of professionals
working with them who demand relatively autonomous working conditions, e.g.
doctors and social workers (Lawler & Hearn, 1995). 63% of public sector workers
are female; 30% work part time; 27% are aged 50 years or over; 44% have at least
one degree or National Vocational Qualification; 10% are on either fixed-term or
temporary contracts; 59% belong to trades unions and public sector workers report
being more satisfied, but more stressed in their jobs, compared to workers in the
private sector (Audit Commission, 2002). Women in the public sector are reported to
work long hours, reporter greater stress than men and are reported to put off having
children because of their careers (Davies & Thomas, 2002). Gardner and Oswald
(2001) assert that overall working life in Great Britain grew worse in the 1 990s,
although the deterioration was particularly sharp in the public sector.
In the UK throughout the 1980s and 1990s there has been a considerable escalation in
the rate and scale of change which has been affecting the public sector since the early
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1970s (Bennett, 2002; Lawler & Heam, 1995). Lawler and Ream (1995) assert that
this has resulted in "public sector organizations either being privatised or being
subject to pressures to increase the effectiveness of their management along with
increasingly stringent financial review" (p.7). Janice Robinson, senior adviser in
social care for the King's Fund, feels that the government is trying to move too fast
with its modernisation agenda (The Guardian, 20th March, 2003).
These changes are characterised by the introduction of the 'three Es' of efficiency,
effectiveness and economy, together with a rise in concern for quality, a move to
greater evaluation of performance and a change in service users from 'clients' to
'consumers' (Bennett, 2002; Lawler & Hearn, 1995). A further government initiative
has been the introduction of Best Value (BV) (Bennett, 2002). BV was introduced by
the Labour government to replace the 'competitive compulsory tendering' (CCT)
regime (The Guardian, 12th March, 2001). At the heart of the BY's performance
management framework is evaluation, learning and continuous improvement (DETR,
1999). The aim is to achieve continuous improvement in performance and improved
accountability for performance (DETR, 1999). BV requires councils to apply the four
C's to all of their services:
challenge - challenging traditional approaches to their services;
.	 consult - local people and local key stakeholders and monitor customer
satisfaction on services;
•	 compare - i.e. benchmark their services against other councils, private and non-
profit service providers;
and compete - look at the cost effectiveness of their spending to ensure that in-
house services are the most cost effective, by subjecting them to external
competition (The Guardian, 12th March, 2001).
However, despite the number of changes, over time, there has been a relative decline
in public sector pay (Gardner & Oswald, 2001).
Looking at staffing in the public sector:
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"there are concerns about shortfalls in the number of staff with fewer
younger people being attracted to work for the public sector in the first
place and a potential 'demographic time bomb' with 27 per cent of the
public sector workforce now aged 50 or over" (Audit Commission, 2002,
p.2).
Additionally, in terms of basic skill levels and the key leadership, management and
technical skills needed to deliver public service improvements there are concerns
(Audit Commission, 2002). As mentioned above, resources are limited in the public
sector however the cost of recruiting a member of staff is reported to be £3,456 (Audit
Commission, 2002). Moreover, it is reported that "a new recruit performs at only 60
per cent of their productive potential when they are first appointed, reaching 100 per
cent only after they have been in post for ayear" (p.3).
In the public sector, the six main factors identified by the Audit Commission (2002)
that underpin people's decision to leave were:
"the sense of being overwhelmed by bureaucracy, paperwork and targets;
insufficient resources, leading to unmanageable workloads; a lack of
autonomy; feeling undervalued by Government, managers and the public;
pay that is not felt fair'; and a change agenda that feels imposed and
irrelevant" (p.22).
More recently, findings from the Chartered Institute of Personnel and Development's
survey on employee attitudes in the public sector indicate that workers are
increasingly stressed and dissatisfied with their work, with 30% of local government
workers reporting that they find their work stressful, the main causes being high
workload and long hours (cited in Pay & Workforce Research, 2003).
2.7.1	 Job satisfaction and well-being in the public sector
Gardner and Oswald (2001) used data from the British Household Panel Study to look
at two aspects of well-being, job satisfaction and mental strain. Job satisfaction was
measured using a scale where respondents were asked to rate their level of satisfaction
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with respect to seven aspects of their employment and mental strain was measured
using the GHQ-12.
Looking at job satisfaction, results from Gardner and Oswald's study (2001) indicate
that public sector job satisfaction levels are lower than the private sector, exhibiting a
sharp drop in mean job satisfaction levels in the early 1 990s, which flattened out in
1994 and rose slowly thereafter. Similarly, mental strain among British workers rose
over the decade with public sector workers reporting a pronounced increase in
measured stress, relative to private sector employees, worsening by approximately 1
full point, from 10.36 to 11.32 between 1991 and 1999. Overall, 26.8% of health
service workers (measured using the GHQ- 12), compared to 17.8 of people in the
general population reported significant levels of minor psychiatric disorder (Wall et
al., 1997). More recently, amongst health care managers, stress (measured using the
GHQ-12) was reported to be higher than private sector managers in the British
Household Panel Survey, at 32.8 per cent, compared to 21.3 per cent (using 3/4
caseness cut-off) (Borrill & Haynes, 1999).
2.8	 Factors contributing to Stress in Social Services
Looking more specifically at social services, this branch of local government was
estimated to employ somewhere between 875,000 to 1.25 million staff, who were
made up predominantly of part-time female staff (Eborall & Garmeson, 2001).
Independent providers provided about two-thirds of the total staff, making them the
major employers (Eborall & Garmeson, 2001). Factors identified in the literature as
contributing to stress in this public sector department are considered below.
2.8.1	 The nature of work in social services
As mentioned above, the public sector has been characterised by massive changes
since the 1970's, with the result that "[s]ocial work's modern history is one of
accelerating change, challenge and insecurity" (Beresford & Evans, 1999, p.6'7l, see
also Jones, 2001; Eborall & Garmeson, 2001; Penna et al., 1996). Eborall and
Garmeson (2001) add that it is a highly fragmented industry, operating in different
settings, for different providers, with users ranging from small children to the very
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elderly. Social services have been placed on the divide between public and private
sectors due to the separation of purchasing and providing, and the move to the mixed
economy of welfare (Balloch, 1 999a). Janice Robinson, senior advisor in social care
for the King's Fund, provides us with one example of how these changes have
impacted on social services, stating that:
"the government 's proposed financial penalties for social services
departments that fail to promptly arrange community-based care for
medically fit hospital patients will only make a bad situation worse" (The
Guardian, 20th March, 2003b).
Organisational change can be a major source of stress and uncertainty for staff, and
"managed badly, change can cause irreparable damage to employee wellbeing and
organisational culture" (Donaldson, 2002, p.25), with one of the key determinants of
stress being uncertainty. However, given the changing nature of work in social
services, Balloch et al (1999a) assert that it is surprising how little research has been
carried out looking at the impact these changes have had on social service staff.
Whilst working with social services users and their relatives has always been
challenging (Balloch, 1996), there is evidence to suggest that this work is becoming
even more demanding. Balloch (1996; see also Eborall & Garmeson, 2001; Jones,
2001) highlights four main reasons for this. First, the development of consumerism
demands that practitioners become more sensitive to service users' needs and rights
and has meant that staff have had to rethink their own value systems. In this respect,
many staff perceive they are at "a considerable risk of at least, complaints and, at
worst, litigation" (Postle, 2002, p.344; see also Eborall & Garmeson, 2001). Second,
the boundaries between health and social services have blurred as residential and
domiciliary services try to meet the needs of the growing population of frail older
people leading to increased demands on social services staff (Eborall & Garmeson,
2001; Balloch et al., 1999b). Third, violence and abuse towards staff appears to have
increased. The TUC report 'Violent Times' (1999) reported that in November 1998
Jenny Morrison, a social worker, was stabbed to death by a patient, whilst one in five
employees in care homes had been violently attacked or abused at work in the
previous year. Fourth, because of stricter eligibility criteria service users are
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presenting with more difficult and complex problems than was previously the case
(Eborall & Garmeson, 2001; Jones, 2001; Balloch, 1996). This has happened because
of the closure of institutions and long stay hospital wards, leading to people with high
dependency and expensive care needs living in the community, with a subsequent
shift of care costs from the NHS to social service departments (Postle, 2002; Eborall
& Garmeson, 2001). Social services have been forced to respond by using 'eligibility
criteria' to allocate resources to those in most need, with 'need' being defined as those
most a risk (Postle, 2002). A further major change, reported by Eborall and
Garmeson, (2001; see also Jones, 2001) is in Government policy, leading to the
Children Act 1989 and the National Health Service and Conirnunity Care Act 1990,
which were designed to improve delivery of care to individuals in need.
"Implementation of these [acts] in 1992 and 1993 respectively resulted in major
changes to the entire role, sfructure and culture of local authority social service
departments" (Eborall & Garmeson, 2001, p.23). (See Eborall & Garmeson, 2001 for
full details of the policy changes and their impacts).
There appears to be a lack of job descriptions which clearly define the different roles
of staff working in social care in England (see Appendix 1). However, homecare
workers are predominantly involved in working with the elderly in domiciliary care,
whilst social work staff are most likely to be working with a range of clients, both in
hospitals in the community (Bradley & Sutherland, 1995; Balloch et a!., 1995).
A recent study by Pousefte and Hanse (2002) looking at occupational differences as
predictors of ill health, reported that although workers in human services (i.e. social
services) reported high levels of discretion in their jobs, they also reported high levels
of workload and stress symptoms. Pousette and Hanse (2002) suggest that this could
be attributed to the chronic lack of resources (i.e. time) to help clients with essential
needs, which places the worker in a moral dilemma and is highly frustrating (see also
Eborall & Garmeson, 2001; Jones, 2001). This is supported by research on social
workers and home help staff (Bradley & Sutherland, 1995), which used in-depth
interviews of identify sources of stress for these two groups, as well as the
Occupational Stress Indicator (OSI) to measure sources ofjob stress, self-assessments
of physical and mental health and individual differences, including Locus of Control
and Type A behaviour. Similarly, looking at the emotional demands amongst workers
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interacting with patients, clients or children requiring emotional involvement and
empathy, Zapf et al (2001) found emotion work (measured using the Frankfurt
Emotion Work Scales) to be predictive of all burnout variables (emotional exhaustion,
depersonalization and personal accomplishment).
Table 3: Comparison of ten most frequently cited sources of stress for home help
and social work groups (Bradley & Sutherland, 1995)
Home help	 Social work
Source of stress	 %*	 Source of Stress	 %*
Client depends a great deal on 	 Resources inadequate to meet50	 48
myservice	 _________ client needs	 _________
Lack of alternative facilities ifCoping with death of client 	 45	 57
_____________________________ _________ client not progressing
	 _________
Physical demands ofjob	 41	 Time pressures	 56
Dealing with clients who are 39	 Paperwork	 54ill________________ _______________________________________________________ _________________
Having to refuse services toWork overload	 39	 52
________________________________ __________ clients 	 __________
Emotional involvement with 37	 Dealing with crises	 51
clients__________ _________________________________ __________
Time pressures	 37	 Client vulnerability	 48
Feel that I have to keep up a Lack of participation in 46front to clients regardless of 	 decisions which affect my jobhowI feel inside	 _________ ______________________________ _________
Being responsible for client 33	 Work overload	 41finances
Clients whose behaviour is 	 Lack of influence over how33	 41difficult to handle	 _________ resources used	 _________
N	 74 N	 63
* Percentage of sample reporting 'fairly high' or 'extreme' stress
The OSI results indicated that in terms of 'organisational structure and climate' home
help workers experienced significantly lower levels of this source than social workers.
Conversely, home help workers reported significantly more stress than social workers
in respect of 'career achievement' (Bradley & Sutherland, 1995). Looking at health
scores (using the OSI) no significant differences in health scores between the two
groups were reported, although both home helps and social workers reported
significantly poorer mental well-being, and poorer physical well-being than other
occupational groups, when compared to a large sample (n8088) (Bradley &
Sutherland, 1995). Both groups identified physical and emotional exhaustion as
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symptoms they experienced frequently. Nearly 70% of social workers reported that
they had felt like' or 'thought about' quitting their jobs in the previous year compared
to 36% of hope helps, not surprisingly therefore, home helps reported being more
committed to their jobs than social workers. These results, combined with the results
highlighted in Table 3 underline the importance of looking at the varied roles within
the wider organisation, which will be considered further below.
2.8.2 Social Workers
Social work is a potentially stressful occupation due to the nature and organisational
structure of the work (Jones, 2001; Storey & Billingham, 2001; Cherniss, 1980).
Social work deals with some of must disadvantaged and vulnerable groups in society
(Jones, 2001) and is reported to be in a state of crisis, being both under funded and
grossly understaffed (Davies, 1998). Postle (2002) claims that:
"[s]ocial work began, and has continued to exist, in a state of ambiguity
and tension, experiencing the dfjIculties inherent in exercising both
compassion and control, and mediating between the state and the
individual" (p.335).
Because of this Taylor (2000) claims that social workers may justifiably feel that the
management perspective is at odds with their professional task, with managers failing
to understand the nature of these tasks. Therefore, it is hardly surprising to find social
work regularly among the top three most stressful jobs (Davies, 1998).
Bradley and Sutherland (1995), Postle (2002), Storey and Billingham (2001) and
Jones (2001) found that problems relating to resources were the most frequently cited
stressors amongst this group (see Table 3), followed by time pressures and carrying
out administrative tasks, including financial assessments (Postle, 2002; see also
Storey & Billingham, 2001). Social work by its very nature involves crisis situations
demanding immediate attention, which seemed to result in over half the social
workers in this study reporting that they spent time at home catching up on
paperwork, which created additional pressures (Bradley & Sutherland, 1995).
Similarly Jones (2001) found that bureaucracy and paperwork was accounting for a
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considerably large percentage of social workers' time. Spending time on paperwork
and IT also results in care managers having less time to work and develop
relationships with their service users (Postle, 2002).
Child protection is one area of social work, which clearly places considerable
emotional demands on health care professionals (Cresswell & Firth-Cozens, 1999; see
also Bennett et al., 1993; Jones et al., 1991). Three main issues can impact on the
professional: revulsion about what has happened to the children; issues relating to the
professionals themselves in terms of their own past experience of childhood and
family life; and issues of counter-transference, where the professional may develop
feelings of guilt, sadness, violation and powerlessness (Cresswell & Firth-Cozens,
1999). Additionally, fear of things going wrong has been found to be a factor
contributing to the difficulties in retaining social workers (Eborall & Garmeson,
2001). A small survey of child protection professionals (n=27) carried out in 1996,
used the GHQ-12 to measure stress and found "seven (26%) scoring at the
conservative threshold of 4 or above and 12 (44%) scoring at 3 or above" (Cresswell
& Firth-Cozens, 1999, p.139). Using the Sources of Stress Questionnaire (SSQ), the
highest levels of stress were reported as being caused by the fear of making mistakes,
followed by overwork, organisational change, and effects of job on personal life
(Cresswell & Firth-Cozens, 1999).
"Sign Ulcant correlations were found between depression levels and levels of
stress caused by overwork, effects ofjob on personal life, conflicts between
career and personal lfe (both of which are likely to be a reflection of
overwork, relationships with senior managers in Trusts and with adult
mental health professionals, as well as the stress caused by dealings with
children" (Cresswell & Firth-Cozens, 1999, p.l'4l).
However, given the small survey sample, caution is urged, as the differences in
perceived stressfulness may be largely due to individual differences, rather than real
differences between the effects of particular stressors.
Results from the OSI used in Bradford and Sutherland's (1995) study indicated that
the main sources of dissatisfaction among the social work group related to
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organisational factors and government policy, reflected in a measure of intention to
quit. Similarly, Jones (2001) found that the most negative stress and frustration was
coming from the organisation, rather than the clients. At the same time, pay levels are
poor, in the residential sector particularly (Taylor, 2000) and frustration and
disillusionment, together with the lack of marketability of social work skills, have
been cited as a possible reason for 'the increasingly dispirited worker' to retreat into
ill-health.
Bradley and Sutherland (1995) therefore recommend that stress management
interventions should "include organizational change which deals with the stress at
source, in addition to considering ways of helping the individual to learn techniques
to cope with those stressors which cannot be changed or diminished" (p.328).
Looking at the different roles within social work, Davies (1998) asserts that:
"[a] social work manager may describe it [stress] as being caught in the
'middle', unable to satisfy anybody and being unable to sleep at night. A
social worker may describe it in terms of some entity that has its origins in
managers or clients and, somehow passed on to them, makes it practically
impossible to do their job" (p.9).
The Workforce studies, carried out by the National Institute for Social Work
conducted a longitudinal study of Social Service managers and Social Workers in the
UK (see McLean, & Andrew, 2000; McLean, 1999). This study looked at
commitment, satisfaction, stress, and control and will be discussed under those
headings below.
2.8.3 Job satisfaction, stress and control in social services
Job satisfaction is reported (see above) to have fallen in the public sector over the past
10 years, at the same time as well-being has reportedly worsened (Gardner & Oswald,
2001). Eborall and Garmeson (2001) assert that this is a main contributing factor to
difficulties in retaining social workers. Additionally, lack of job satisfaction and
stress are reported to affect staff performance, morale and commitment, which in turn
can affect the overall functioning and productivity of the organisation (McLean &
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Andrew, 2000; McLean, 1999). In this respect, McLean (1999) asserts that "[a]
quality service requires committed staff who obtain satisfaction from their work"
(p.62). Additionally, social workers reported that they did not feel cared for, trusted
or acknowledged for their abilities and skills (Jones, 2001). Bradley & Sutherland
(1995) found (using the OSI) that social workers were less satisfied than other
occupations with relationships in the workplace, and with organisational processes
and structures, although their research indicated that home helps were more satisfied
than both social workers and other occupational groups. Similarly, the Workforce
studies (using Warr et al's., (1979) job satisfaction scale to measure extrinsic and
intrinsic job satisfaction), found a decline in job satisfaction levels "with mean scores
lower for men, staff aged less than 40, staff in manager, field social work and
residential jobs, and those working with children and families" (p.66). Job
satisfaction was higher among women, staff over 50 years, home care workers and
those who worked with older people. However, overall most social service staff
experienced high levels of job satisfaction from their work (McLean & Andrew,
2000; McLean, 1999; Jones et al., 1991). A study of local authority residential care
workers in the North West of England (Penna et al., 1995) found that two factors
connected to direct caring work brought about job satisfaction, these were working
with people in a caring situation and the satisfaction staff feel on seeing
improvements in their clients. Staff who reported having a lack of support reported
the lowest scores for job satisfaction in the Workforce studies (McLean & Andrew,
2000; McLean, 1999).
Using the General Health Questionnaire (GHQ-12) to identify those who were
experiencing stress, results indicated that levels of stress were increasing over time
(McLean & Andrew, 2000; McLean, 1999) with managers and field social work staff
having higher mean scores than other staff, followed by residential workers, whilst
home care workers reported low levels of stress. McLean (1999) concludes that
"men, younger staff managers, field social work staff and staff who worked with
children and families had higher stress, and lower job satisfaction" (p.72). GHQ-12
scores for staff who reported not having enough support in dealing with stress were
found to be double the scores of those who reported having enough support (McLean
& Andrew, 2000; McLean, 1999).
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The Workforce studies found that "control and role conflict were frequently
associated with stress, for example, staff having responsibility without power,
receiving contradictory instructions, being overwhelmed by users' problems and
disagreement about good practice" (McLean, 1999, p.'75). Their results indicated
that staff with low control and low job satisfaction levels had the highest stress levels,
whilst staff with high control and high job satisfaction had the lowest stress (McLean,
1999). This association held for gender, age, ethnicity, worker group and job type
(McLean, 1999, McLean & Andrew, 2000).
However, it is worth noting, that the above trends do not appear to be new. The above
findings seem to mirror surveys on social workers carried out on the 1980's, which
found high levels of strain amongst social workers, coupled with having too little time
to complete work to their own satisfaction, having to ration scarce resources, client
needs and working conditions (Jones et a!., 1991). Findings from Bennet et al (1993)
and Jones et al (1991) highlighted how for social workers, working with children and
families, caused a considerable amount of pressure.
2.8.4 Homecare Workers
One particular group of employees reporting a number of difficulties are Homecare
Workers. A large survey of homecare workers (n=3 047) undertaken by Unison
(2001) found that over half the homecare workers in the survey had worked in unsafe
homes and there has been a significant shift in responsibilities and the content of work
for many. This shift is from domestic care to personal care, with 67% of staff
reporting that they predominantly deliver personal care, compared to 16% reporting
that they did so five years ago (Unison, 2001, see also Community Care, 2003c;
Bradley & Sutherland, 1995). At the same time, because more dependent people are
staying at home longer, 89% of homecare workers reported that their needs have
increased, with 75% of homecare workers reporting that they look after older people
with dementia; 20% reporting that they look after younger people with learning
disabilities; and 14% who report that they look after younger people with mental
health problems. In addition to this, "homecare workers are regularly helping with
catheters, medication, and liasing with health practitioners and preparing people for
health practitioners" (p.4). Bradley and Sutherland (1995) state that this change in
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role from domestic tasks towards the provision of personal care is reflected in their
findings (Table 3). In addition, homecare workers generally work in isolation on a
one-to-one basis with the client, often lacking support in the event of having to deal
with a difficult client (Bradley & Sutherland, 1995; see also Eborall & Garmeson,
200 1), which is of concern, given that social support has been reported as a buffer in
the development of work stress (Bradley & Sutherland 1995; Karasek, 1979).
Bradley and Sutherland (1995) conclude that training programmes in the organisation
could help home helps to deal with some of difficulties they faced because of their
emotional involvement with highly dependent clients, in addition to looking at ways
to reduce their potential isolation, perhaps through staff support groups. Within this
group, difficulties in recruiting care workers is being exacerbated from competition
from other service industry jobs offering more flexibility and better pay for less
demanding work, and who are more tolerant of absence (Eborall & Garmeson, 2001).
2.8.5 Hours of work
Balloch and McLean (1999) report that, defining full-time work as 30 hours a week or
more, nearly all men worked full-time, whereas approximately 50% of women
worked part-time. However, looking at four different roles within social services;
managers; field social work staff home care workers and residential workers, it was
found that almost all managers and field social work staff worked full-time, whereas
37% of residential workers in England worked part-time and full-time working was
uncommon amongst home care staff (Balloch & McLean, 1999). Penna et al's.,
(1996) study of residential care staff found that "[dJespite the pressure on staff... their
commitment to their clients is impressive, and is man jfest in the amount of unpaid
overtime undertaken to get the job done property" (p.2). The Workforce studies
similarly found that amongst full-time staff, a substantial amount of overtime was
worked which was unpaid (Balloch & McLean, 1999).
2.8.6	 Violence
Four social workers have been killed in the line of duty in the 1980s, with a further
three deaths in the 1990s (Community Care, 2003a). The TUC (1999) report that care
working is one of the high risk jobs, with 21% of care workers reporting that they had
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been attacked at work. Similarly, 58% of residential care workers recently survey
(Penna et al., 1996) reported that they were often exposed to violence from clients,
with those in smaller establishments (10 or less clients) being more likely to report
exposure to violence than those working in large establishments. These trends appear
to be reflected internationally, with Raymond-Pierre Bodin, Director of the European
Foundation for the improvement of Living and Working Conditions reporting that
"both men and women experience violence at work, but women remain more
vulnerable then men, with women often concentrated in "high-risk" jobs such as
nursing, social work and teaching" (European Foundation, 2003, p1). Eborall and
Garmeson (2001) assert that as the workforce is stretched and levels of stress and
emotional exhaustion increase, it is harder to take the increasing amounts of violence
and abuse from service users.
In Britain the government reacted by launching the National Task Force on Violence
against Social Care Staff in 1999, to produce strategies to reduce violence, together
with a national plan with recommendations and timescales. The overall target is to
reduce the figures on violent incidents by 25 per cent over three years, beginning with
the establishment of baseline data by each organisation (Community Care, 2003a).
As yet, it is not known how many baselines have been established, however, in July
2001 Unison asked local authority social workers if their employers had produced
new guidelines on violence at work, and only forty per cent said yes (Community
Care, 2003a). However, the Social Service Inspectorate, who is monitoring the
situation, said that by October 2001, 79 per cent of councils had made a good start on
new guidelines and policies (further information can be found on
www.doh.gov .uklviolencetaskforce).
2.8.7 Perceptions of social work and social care
"Work that is seen to have value is likely to motivate people, especially people who
want to 'make a djfference " (Audit Conmiission, 2002, p.18). In this respect
findings from research commissioned by the Department of Health (Research Works
Limited, 2001) found perceptions of social work were heavily influenced by the
media, with respondents unanimously reporting that coverage was negative (see also
Eborall & Garmeson, 2001). Storey and Billingham, (2001) reported that 58.8% of
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social workers in their study (n=34) felt that the public image of social work increased
their levels of stress. Social workers were viewed as people who 'checked up' on
problem families, being mostly associated with child care and child abuse, and
respondents reported that contact with social workers was not considered a reassuring
or welcome experience (Research Works, 2001). Social work, whilst considered a
worthwhile job, was also considered to be poorly paid, demanding, stressful
potentially dangerous and of low status (Beresford & Evans, 1999). Social workers
were stereotypically thought of as being young, female, hippyish, and idealistic.
Social carers were viewed more positively, being seen as home helps who fulfilled
vital roles in supporting people in need, although again social carers were viewed as
being predominantly female and poorly paid. However, social carers were not viewed
as negatively as social workers (Beresford & Evans, 1999).
However, research into Public Voices by The Guardian (2003) has found that in the
past year the perception is that there have been signs of real progress in social care,
with £2.4 bn extra investment in social services over 2003-06 being put forward in
last years budget (The Guardian, 20th March, 2003). Although this extra investment is
very positive, there are underlying problems that hinder significant improvements,
particularly in expanding care capacity in elderly care services (The Guardian, 20th
March, 2003). Further difficulties, highlighted by the tragic murder of Victoria
Climbie, signified that there was not enough money to provide for sufficient staff and
care services close to where children live (The Guardian, 20th March, 2003).
Additionally, this lack of funds available for local authorities makes it difficult to
aifract and keep care staff and pay for care home placements (The Guardian, 20th
March, 2003).
2.8.8 Recruitment and Retention
The latest Department of Health staffing return shows that at 30th September 2001
within Social Service Departments (SSDs) the average grossed vacancy rate for posts
covered by the survey was 9.4%; proportionately there was a higher concentration of
older employees, with around a half to two thirds of employees aged over 40 (Social
Services Workforce Study, September 2002). At the same time, SSDs are facing
growing difficulties in reflecting the needs of their communities, as 92 per cent of
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young people studying for vocational qualifications in health and social care are girls
(Community Care, 2001).
In terms of vacancies and turnover, the overall the level of vacancies has fallen
between 2000-200 1 in most employee groups by between 0.5% and 5%. However,
the exception to this was children's residential manager and supervisor posts, where
the vacancy rate increased by over 2% (Social Services Workforce Study, 2002).
Similarly, although the turnover rate for most occupation groups lay between 8% and
13%, for care employees working in children's residential establishments it was
15.3% (ibid). At the same time, in terms of recruitment and retention "the worst
affected group was the recruitment offield social workers to work with children and
families, for whom half the authorities (48%) reported that they were experiencing
c4fjIculties in recruiting" (pg.8). It would seem therefore, that people working with
children and families appear to be of most concern within social services.
Two factors reported to influence the recruitment and retention of social workers are
salary levels and the status afforded to social work by society (Gibelman, 2003;
Eborall & Gormeson, 2001). This is borne out by findings from Research Works
(2001), which concluded that the lack of basic knowledge about social care and social
work; the generally poor impressions both the nature of work and conditions; and the
low profile, status and lack of positive endorsement by society would need to be
considered when developing recruitment strategies.
In 2001 the Government began a three year initiative to encourage more people to
enter social work and social care work, comprising a £1.5m national newspaper and
radio advertising drive (Department of Health, 2001). The following year, James
(2002) reported that ministers were claiming that the campaign had been an
overwhelming success. However, despite this reported success, a more recent
strategy to address the shortage of social workers has been to recruit from abroad,
with the result that "[ajimost half of Zimbabwe 's social workers now work in the UK
following a dramatic rise in overseas recruitment over the past decade, which
threatens to cripple the African country's welfare system" (The Guardian, 19th
February, 2003). At the same time, Jenny Goodall, director of social services at Brent
Council, has urged local authorities to adopt a more co-ordinated approach to tackling
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the skills crisis (Community Care, 2003b). This could include a national or regional
approach to collecting workforce information, assessing future staffing needs,
recruitment campaigns, addressing social service's image problem, and organising
resources for student and staff training (Community Care, 2003b).
2.8.9 Pay, working conditions and procedural Justice
A recent study (NASW, 2003) found evidence that the more a profession is dominated
by women, the lower the worker's average salary, for example, Gibelman (2003)
looked at eight service industry's (including social services) that had 75% or more
female employees and found an average weekly wage of £346.44. In contrast,
looking at service industries which have less than 50% female employees, the average
wage was almost double, at £653.66 (Gibelman, 2003). Balloch and McLean's
(1999) research in social services supports this finding, reporting that women's hourly
pay was on average nearly £2 less than men's. Looking at homecare workers Unison
(2001) reported that in their survey of homecare workers (n3,047), 97% were female
and 99% were white, working for an average hourly rate of £5.25, now £5.68
(Community Care, 2003 C). Gibelman (2003) asserts that these pay differences are
due to continued pafterns of discrimination, despite a number of policy initiatives
dating back to the 1 960s to address gender discrimination in the workplace.
Therefore it is not surprising that, wages in the public sector are reported to have
fallen behind those in the private sector, as years of pay restraint under the
Conservative government has been followed by two years in which wages have been
held back under Labour (Schifferes, 2002). Schifferes (2002) reported that "the
record-low unemployment makes it tempting for better paid public sector workers to
move to more lucrative jobs in the private sector".
Dissatisfaction with wages led more than 1.2 million council workers in England,
Wales and Northern Ireland to walk out in July in protest at a 3% pay offer (BBC
News, 2002), with public sector workers comparing their levels of pay unfavourably
with that of other groups. Some of the workers involved in this action stated that
whilst their responsibilities have risen, their pay had effectively stood still, with some
workers in full time posts earning less than £10,000 per year (BBC News, 2002).
Poorer paid workers include care assistants, and nursery workers. In respect of social
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workers, Gilbeman (2003) states "clearly, there is a gap between what social workers
seek for themselves and believe they deserve and what they actually earn" (p. 22).
Similarly, 85% of homecare workers surveyed (Unison, 2001) raised concerns about
pay, conditions responsibilities or working practices.
The classic organisational theory of bureaucracy is aptly characterised by the
exchange model, which is characterised by workers exchanging time and energy for
incentives offered by the organisation, i.e. pay and benefits (Murphy & Cooper,
2000). This social exchange is a two-way transaction in which each side provides
something to the other and also receives something in return (Adams, 1965). For
example, employees agree to make specific contributions to an organisation in terms
of their talents, experience time and effort, for which they expects the benefits,
proportional to their contribution, in return (e.g. payment, fringe benefits and
promotion prospect) (Guerts et al., 1999). Inequity in this relationship is associated
with absenteeism (see for example De Boer et al., 2002), turnover intention (Guerts et
al., 1999), and unpleasant emotional states, for example anger or guilt (Adams, 1965).
This may lead a person to vary their inputs or productivity, either by increasing or
decreasing them (Adams, 1965). Additionally a study of ancillary health care workers
(n=167) found that employees reporting both high efforts and low rewards had higher
risks of psychosomatic health complaints, job dissatisfaction and physical health
symptoms (Van Vegchel et al., 2001; see also Hendrix et al., 1999; Adams, 1965). In
this respect, in the Netherlands, in the health care sector, research has shown that one
of the main reasons for work disablement are, among other things, high job demands
and poor occupational rewards (Van Vegchel et al., 2001).
2.9	 Absenteeism - scale, consequences and causes
Absenteeism is defined as, "unauthorised employee absence from work at a time
when they are due to work" (The Industrial Society, 1999, p.1). In local authorities
sickness absence level is a Best Value Performance Indicator (BVPI) (Employers
Organisation, 2003). The most recent report (Employers Organisation, 2003) on
Local Government indicates that the average sickness absence amongst the
respondents to the survey was 4.5%, which has risen by around 0.3% from 2000/01.
In respect of manual and non-manual jobs, where this information was provided, the
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median rates for these employee groups were 5.8% (13.2 days) for manual
occupations, compared to 4.3% (9.8 days) for non-manual occupations, whilst on the
whole, absence rates for part-timers were slightly lower than full timers.
Looking at regional variations, in the North West these figures were 6.3% and 4.5%
respectively (Employers Organisation, 2003). Overall, the figures revealed a
northlsouth gradient in sickness absence rates, which has been a feature of whole
economy studies of sickness absence (Employers Organisation, 2003). Looking at the
nature of absenteeism in local authorities, previous surveys undertaken by the
Employers Organisation between 2000 and 2002 and others (see for example
Mullarkey et al., 1999; McLean, 1999; North et al., 1993) have found that sickness
absence varies according to the nature of the work done in respect of non-manual and
manual jobs. The Employers Organisation (2003) maintains that it is the "nature of
the work done, and not the terms and conditions of employees, which explains the
difference in the incidence of sickness absence between manual and non-manual
employees" (p.4).
The measurement of the number of days absence attributable to stress is particularly
difficult, due to the fact that the cause of absence is likely to be influenced by the
extent to which the organisation recognises stress as a legitimate reason for absence
and that the role of stress as a factor in physical illness is a matter of debate within the
medical profession (Employers Organisation, 2003). Not withstanding this, in
2001/02, apart from the 'other illness' category (19.7%), stress-related absence
accounted for the highest (19.3%) number of absence days ascribed to specified
causes in English Local Authorities, followed by 'infections' (15.1%) 'other musculo-
skeletal problems' (12.5%) and 'back problems' (9.2%) (Employers Organisation,
2003). Absenteeism in the public sector was estimated to be costing £6 billion per
year in 1998 (OHR, 1999). As a result Chancellor Gordon Brown stated that
"specifIc targets are being set for each department to reduce absence rates by 20% in
2001 and 30% in 2003" (OHR, 1999, p.1). The above figures represent local
authorities in the public sector, however, looking more specifically at social service
departments within local authorities, the Employers Organisation (2002) absence
management survey within social services revealed that "the mean number of day 's
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absence per full time equivalent employee for 2000/2001 was 15.8 and the median
figures was 16" (p.2).
The literature on absenteeism recognises sickness absence as a multifactorial
aetiology (see for example, James et a!., 2002; Neidhammer et al., 1998; Brooke &
Price, 1989; Steers & Rhodes, 1978; Chadwick-Jones et a!., 1982). However, theories
on absence are conflicting. On the one hand organisational psychology identifies a
number of psychosocial aspects of work, for example low levels of work demands,
control (decision latitude), support, job satisfaction and various internal and external
pressures to attend, which are associated with higher rates of sickness absence, and
turnover intention, i.e. withdrawal behaviours (Bellman et al., 2003; DeBoer et al.,
2001; Geurts et al., 1999; Neidharnmer et al., 1998; Sagie, 1998; North et al., 1996;
Hanisch & Hulin, 1991; Brooke & Price, 1989; Steers & Rhodes, 1978). Whereas,
social psychology asserts that that absence behaviour is a "social phenomenon that
expresses rules or norms to which individuals collectively refer" (Chadwick-Jones et
al., 1982, p. 6), thus indicating that absences are taken only according to what is
allowed by the occupational 'culture', or 'norm'. Recent research on perceived
absence norms and their role in predicting absence behaviour (see for example Xie &
Johns, 2000; Gellatly & Lauchak, 1998; Johns & Xie, 1998; Sanders & Hoekstra,
1998; Brooke & Price, 1989) supports this theory. In this respect, Chadwick-Jones et
al (1982) critique organisational psychology for tending to isolate the individual,
which they describe as being behaviourist in the worst sense, by attempting to reduce
social phenomena to measurable stimulus-response units.
It is outside the scope of this thesis to enter into this debate, however, whilst
recognising the social aspect of absenteeism, measurement of the social norms of
absence is usually carried out by interview (see for example Chadwick-Jones et al.,
1982) and due to the population size (n3,771) and time constraints involved in this
study, investigation of the social norms of absence was limited to the social patterning
of absence by division and grade. However, the measurement of some of the
psychological factors which may influence absence behaviour was within the scope of
this research and the literature on these factors will be briefly considered below.
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Looking firstly at social support, there appears to be reasonable consensus in the
literature that low social support at work is a predictor of subsequent sickness absence
(see for example, Bellman et al., 2003; Neidharnmer et al., 1998; Standfeld et al.,
1997; North et al., 1996), in some cases predicting both frequency and duration of
sickness absence (Neidhammer et al., 1998). Moreover, Stansfeld et al (1997) found
that "social support at work appears to protect against short spells of psychiatric
sickness absence" (i.35). Findings from this study indicated that medium or high
levels of social support at work reduced absence for more than 25% for men and more
than 35% for women (Stansfeld et al., 1998). A recent study by Bellman et al (2003),
supported these findings, whilst highlighting gender differences in social support as a
moderator of occupational stress. Bellman et al (2003) found that social support had a
significant interaction effect on organisational commitment for males only, and for
females only, a significant interaction effect on state of mind, suggesting that social
support interventions will produce different results for males and females.
Further gender differences were reported by Bridges and Mumford (2001), examining
absenteeism in the UK, which found substantial differences in the probability of
absence across various gender arid family situations. "For women, family income,
education and preschool aged children all affect absenteeism; however, it is the
presence of children aged less than 2 that has the major impact" (Bridges &
Mumford, 2001, p.282). For men in general, marital status, children aged 2-5 and age
were the primary determinants of absenteeism (Bridges & Mumford, 2001).
Similarly, employees with 'kinship responsibility' tended to be absent more
frequently (Brooke & Price, 1989). In addition to gender differences, Pousette and
Hanse (2002) found that certain psychosocial job factors had different impacts on
strains in different occupations and Johns and Xie (1998) reported absence norms to
be different between a Western and an Eastern Society, highlighting a diverse
patterning of absence behaviour in a range of contexts.
Considering 'control', an inverse association between control at work and sickness
absence has been widely reported (see for example, Smulders & Nijhuis, 1999;
Neidhammer et al., 1998; North et a!., 1996). Similarly, in a study of male employees
in the public sector (n=1,755), a high level of control was found to be associated with
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low levels of simultaneous and later days absent, whereas a lack of job control
contributed significantly to the numbers of days absent (Smulders & Nijhuis, 1999).
A link between low job satisfaction and rates of sickness absence has been reported
(see for example, Gardner & Oswald, 2001; Hanisch & Hulin, 1991; Brooke & Price,
1989; North et al., 1983). Similarly, Sagie (1998) reported that job satisfaction and
organisational commitment were found to be strongly related to the aggregated
duration of voluntary absence, defined as absences that are under the direct control of
the employee (e.g. uncertified absence), which can be used for personal aims, such as
testing the market for alternative employment prospects. Sagie (1998) concluded that
"unless the situation makes it impossible (e.g., in the case of involuntary absence),
workers who are strongly committed to the organization or highly satisfied with their
jobs show up at work more often than those with weak commitment and low
satisfaction" (p. 167). However, Goldberg and Waidman (2000) found that job
satisfaction was un-related to absenteeism, and along with Chadwick-Jones et al
(1982) urge caution when considering statistical association between job satisfactions
and absences. Chadwick Jones et al's (1982) examination of 29 studies, found
inconsistencies in methods and measures used, populations sampled and the results
reported. They conclude that although job dissatisfactions contribute to absence
levels, the contribution is relatively small, and that social norms may in fact be much
stronger influences (Chadwick-Jones et al., 1982).
Psychological job demands were not found to be a significant predictor of sickness
absence in a study of 12,555 men and women (Neidhammer et al., 1998). However,
in line with Parkes (1992) and North et al., (1993), Smulders and Nijhuis (1999)
found that a high level of job demands was related to a low level of simultaneous and
later days absent, holding for age, health, education, prior absence. Smulders and
Nijhuis (1999) even suggested that in their study '7ob demands seem to be
preventative for absenteeism" (p.127), possible acting as a pressure to attend.
Reviews on the literature on work stress (Kahn & Byosiere, 1992; Ganster &
Schaubroeck, 1991), show that absenteeism is not a frequently researched effect of
work stress. However, in a recent study, 'stress level' was reported to be positively
correlated to absence behaviour:
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"those individuals reporting to experience high levels of some stress in
their current position are 10% more likely to have taken periods of absence
from work than those without, the probability increasing with successively
higher job stress" (Leontaridi & Ward, 2002).
Additionally, their study revealed that the workers most at risk from absenteeism were
female, lower skilled, lower educated and trade union members (Leontardi & Ward,
2002). A study looking at stress amongst staff in NHS Trusts, using the GHQ-12 to
measure stress reported similar findings. When comparing numbers of days absent
for staff defined as cases by the GHQ-12 with non-cases this study found that overall
staff defined as 'cases' reported double the number of days absent (5.2 compared with
2.6) than staff who were non-cases (Borrill et al., 1998).
Perceived unfairness, or inequity, at work is additional factor which has been found to
be associated with higher absence levels at work (DeBoer et al., 2002; Guerts et al.,
1999), turnover intention (Guerts et al., 1999), and intrinsic job satisfaction (e,g, the
job as a whole, challenge from their work, and amount of interest in the job), which in
turn was found to have direct effects on attendance motivation and turnover intention
(Hendrix et al., 1999). DeBoer et al (2002) found that perceived unfairness
contributed to the explanation of more absence than the traditional work-related
stressors (i.e., work load and low job control). Additionally, a negative path between
wages and absenteeism has been reported (see for example Goldberg & Waldman,
2000; Brooke & Price, 1989). Eisenberger et al (1990) found that in two studies
covering employees from a range of occupations:
"employees' general perception of being valued and cared about by the
organization is positively related to (a) conscientiousness in carrying out
conventional job responsibilities, (b) expressed affective and calculative
involvements in the organization, and (c) innovation on behalf of the
organization in the absence of anticipated direct reward or personal
recognition" (p.57).
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The Employers Organisation (2003) asserts that within local government "a
sign ifi cant reduction in stress-related absence would clearly benefit both the authority
as service provider and its employees" (p.20). In this respect, strategies aimed at
reducing absenteeism and facilitating the return to work of sick and injured workers is
currently the subject of growing attention (James et a!., 2002). However, James et a!
(2002) state that to date the nature and effectiveness of actions that can be taken to
facilitate the return to work and continued employment of ill and injured workers has
received little attention in the academic literature. In the UK the Disability
Discrimination Act 1995 places employers under a duty to provide reasonable
adjustments to support the continued employment of disabled workers, which
includes those suffering from long-term ill health (HMSO, 1995). James et a! (2002)
assert that there has been a lack of attention to possible strategies to facilitate the
return to work of ill workers and that limited knowledge exists regarding how British
employers handle the management of longer term illness among workers. Moreover,
the multiple causes of absence, with no strong cause-effect linkages, make it difficult
to develop a 'cure' (Chadwick-Jones et al., 1982). 'Cures' tend to range between
systems of reward, e.g. bonuses for absence-free employees, and punishments, e.g.
warnings, followed by suspensions (Chadwick-Jones et a!., 1982).
The European Foundation (1997) produced guidelines for preventing absenteeism in
the workplace advocating four types of interventions. Firstly, procedural measures
for the monitoring and control of absenteeism. Secondly, preventive work-oriented
measures aimed at reducing the discrepancy between workload and capacity by
reducing workload. Thirdly, preventive person-oriented measures to improve the
balance between workload and capacity by increasing the capacity of individuals; and
finally, reducing return-to-work, or 'reintegration', barriers. However, although in
almost all countries great emphasis is placed on procedural measures to reduce
absenteeism, prevention activities and reintegration activities are still comparatively
rare and where preventive activities are applied, they are generally limited to person-
oriented measures (European Foundation, 1997).
Looking at the current situation, in 2002, The Employers Organisation undertook the
first ever survey of the management of sickness absence within social services. The
survey reported on the methods employed to deal with sickness absence, which
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included: back to work interviews after every occasion of sickness absence; trigger
points (e.g. regular one-day absences) from which action was developed; regular calls
and visits from management in respect of long-term sick leave; recruitment and
induction processes to limit the chances of employees having poor attendance;
focused action on specific parts of the department where short-term absence was high;
occupational health or additional medical support to encourage the long-term sick
back to work as quickly as possible; reliable internal sickness absence data; and health
promotion, including stress management training. However, the main focus of these
methods is on 'procedural measures', with the exception of one person-oriented
measure to deal with long-term sickness absence and back to work interviews that
could potentially be used to help reintegration into work. The only preventive
measure is stress management training, which is person-oriented, with no evidence of
any preventative work-oriented measures.
Therefore looking at the key issues, we can conclude that in social service
departments, absence rates were reported to be 15.8 days per full time equivalent
employee 2000/01. Levels of sickness absence reportedly differ according to:
regions; the nature of work done; gender; nationality; grade; or marital status, to name
but a few. There is a debate about the degree to which psychological factors (e.g. job
satisfaction, control etc.) and social factors (e.g. occupational culture, absence norms
etc.) influence absenteeism. Intervention strategies put forward by the European
Foundation recommend a combination of: procedural measures; preventive work-
oriented measures; preventive person-oriented measures and the reduction of re-
integration barriers. However, in social services, the focus is very much on
procedural measures, with the exception of one person-oriented measure (i.e.
occupational health support) and back to work interviews, which could potentially be
used to help reintegration into work. Moreover, the only person-oriented preventive
measure undertaken is stress management training, and there is no evidence of any
preventive work-orientated measures.
2.10	 Stress Management Interventions
As a broad definition of interventions, Cox et al (2002) assert that "[iJnterventions
can be anything that has the potential to impact upon the work and well-being of
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employees" (p.56). Work related stress can be tackled on four levels, which include
the individual worker, the work organisation, the nation and the European Union
(Levi, 2002), although more commonly stress management interventions are
discussed in terms of primary, secondary and tertiary interventions (see for example,
Clarke & Cooper, 2000; Cox et al., 2000; International Labour Organization, 2000;
Kristensen 2000; Sutherland & Cooper, 2000; European Commission, 1999; Cooper
& Cartwright, 1997; Hurrell & Murphy, 1996; Kompier, 1996). Kristensen (2000)
states that these differing views on the importance of worker characteristics versus
working conditions as primary causes of stress suggest different ways to prevent
stress at work. Dugdill (2001) asserts that the type of workplace health programme
implemented is dependent on the political context, with U.S. programmes tending to
be individualistic, focussing on behavioural change and lifestyles. Whereas Northern
European programmes are more likely to be democratic processes, with unions taking
a proactive role, and focus on organisational structures and job designs. In the UK
approaches have been individualistic up until the 1990s however since then,
movements such as Healthy Cities, have encouraged a change towards more structural
models of health and health promotion (Dugdill, 2001). Interventions therefore can
fall into two main methods, organisation-oriented and individual-oriented approaches
(see for example Kompier et al., 2000; Kristensen, 2000; Schreurs, Winnubst &
Cooper, 1996).
The philosophy of the European Commission's Framework Directive, and others (see
for example, International Labour Organization, 2000; Cox et al., 2000), is for every
employer to try to eliminate the root causes of work-related stress reactions, i.e. the
stressors (European Commission, 1999), with individual changes seen as augmenting,
rather than replacing organisational change (Cahill et al., 1995). However, despite
this, individual level interventions, for example, the promotion of healthy lifestyles, or
education to develop more effective stress management skills are the most common
(Clarke & Cooper, 2000; Cox et al., 2000; Kompier et al., 2000; Kristensen, 2000;
European Commission, 1999; Kompier, 1996).
Key factors identified for success in stress prevention, (see for example Kompier et
al., 1998) include; a stepwise and systematic approach to the problem; adequate
diagnosis or risk analysis; a combination of work-directed and worker-directed
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measures; a participative approach, involving employees and middle management;
and sustained commitment of top management (Shannon et aL, 2001). Levi (2002)
asserts that at all levels (individual, organisational, national and international) there is
a need to identify work-related stressors, stress reactions, and stress-related ill health.
However, as the focus of this thesis is on reducing or eliminating stressors principally
at the organisational level, these types of interventions will be the main focus of
section, following a brief review of the main shortcomings of individual-oriented
approaches.
2.10.1 Individual-oriented approaches
As previously quoted, "you don 't give the pit canary therapy, you get it out of the pit"
(Obholzer, cited in Smith, 1998, p.2). This eloquently sums up the main criticism
levelled at individual interventions, that whilst they maybe useful, they are probably
insufficient, because they focus on the symptoms, or outcomes, of stress, rather than
on the main causes of the stress reactions (European Commission, 1999). This
approach is considered reactive rather than proactive, with Professor Lennart Levi
stating that "an ounce ofprevention is worth a pound of cure" (International Labour
Organisation, 2000, p.1). Platt et al (1999) carried out a systematic review of the
literature on changing labour market conditions and health, and reported that no
individual level interventions were consistently found to be effective in producing
effects on job or organisation-relevant outcomes, such as job satisfaction or
absenteeism, although they could be effective in reducing physical and psychological
symptoms. Additionally, Briner's (2000, see also Burke, 1993) review of the
effectiveness of: stress management training; employee assistance programmes
(EAP5); and healthlfitness interventions, concluded that stress management in training
is probably not worth using in its current form, as the available evidence suggests that
they have little long-term benefit on employee well-being or performance; that there
is very little systematic evidence from UK organisations that EAPs have any impact
on stress levels; and that whilst health and fitness interventions may benefit the
employees, these should not be confused with stress interventions. Furthermore,
participation rates, even where such programmes are available, can vary, with authors
(see for example, Grosch et al., 1998; Sloan & Gruman, 1988) questioning these
programs ability to attract participants and seeking to establish how participation rates
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can be increased, together with the fact that initial behaviour changes have been found
to diminish over time (Shannon et a!., 2001). Moreover, "[a] focus on the individual
is also inherently limited because it intervenes in a complex system at only one level"
(Shannon et a!., 2001, p.320).
However, where employers cannot in the short-term adjust working conditions, the
European Commission (1999) recommends offering relaxation techniques and/or
physical exercise, medication, counselling or stress management, whilst recogriising
that individual level interventions are short-term approaches, which will not suffice in
the longer term. Rees and Redfern (2000) suggest that training programmes should
encourage the consideration of both the person and environment-based factors that are
linked to stress, and in this respect that training and developments specialists adopt a
holistic approach. The adoption of an environment based perspective would lead to
questions being raised for example about the design of the job or working conditions
(Rees & Redfem, 2000), asserting that "intervention strategies should reflect the
complexity of the area and recognise that potential causes of stress exist at both the
individual and organisational level" (p.126).
2.10.2 Organisational-oriented approaches
"Organisational stress interventions are defined as actions to eliminate or reduce
stressful job characteristics and working conditions to improve worker well-being"
(Murphy, 1999, p.150). In this regard, the European Commission (1999) recommend,
after monitoring workplaces at national and regional levels, that:
"work-related stress should be prevented or counteracted by job redesign
(e.g. by empowering the employees, and avoiding both over- and
underload), by improving social support, and by providing reasonable
reward for the effort invested by workers, as integral parts of the overall
management system" (p. iii).
Additionally, physical work settings should be adjusted to the workers' needs;
abilities; and expectations (European Commission, 1999). Within the category of
'organisational interventions', Parkes and Sparkes (1998) make a further distinction
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between socio-technical interventions; which are primarily concerned with changes to
objective/structural aspects of the work situation (e.g. staffing levels or work
schedules); and psychosocial interventions, which refer to strategies such as
increasing participation or communication in order to change employees' perceptions
of the work environment.
Looking at job redesign, Ganster (1995) asserts that most of the attention it has
received has been informed by Karasek's (1979) model of job decision latitude (or
control). This type of intervention has been most influential in Sweden, where
management have been greatly influenced by work-organisation laws and research
(Theorell, 1999; see also Terra, 1995). Looking at the relationship between Karasek's
demand-control-support model and illness risks, empirical findings indicate that
"there is a health promotion potential in job redesign aiming at improved decision
latitude and social support in workplaces" (Theorell, 1999, p.61 8). Similarly, using
the effort-reward model more adverse health effects are observed with high effort and
low reward (Theorell, 1999), again indicating that job redesign could be effective in
reducing stress. Yet, even in Sweden Theorell (1999) reports that there are very few
studies that have actually documented the health consequences of improved work
organisation, although case studies "illustrate that it is possible to improve the work
organization of public services and that such changes may benefit employee health"
(p.623). Terra (1995) found in a longitudinal study in the metal can industry that
redesigning jobs and implementing self-regulating teams had positive and long-lasting
effects on both workers' health and motivation and organisational output. However,
despite this, and similar studies, in reviewing the literature on redesigning jobs as a
way of intervening in the stress process, Briner (2000) concludes that notwithstanding
the logic of changing those job conditions which may be causing harm, "[tJhe results
of these studies demonstrate a remarkably consistent pattern. Afew things get better,
a few get worse, and most things stay the same" (p.14). However, Briner (2000)
maintains that this does not mean that in principle job redesign cannot work, but for it
to do so a number of factors must be in place, above all, an initial assessment of the
problem which pays particular attention to aspects of the job which can be changed
without detrimentally affecting other aspects of the job. Kompier (1996) adds that
successful job redesign should be participatory and stepwise, including: preparation;
problem analysis; choice of measures; implementation and evaluation.
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The social support buffering hypothesis has been widespread in the literature on work
stress almost since its beginning (Ganster, 1995). In this regard, Theorell (1999)
reports that improved feedback and the formation of more cohesive work groups have
been found to be successful in increasing social support. However, on reviewing the
literature, Ganster (1995) concludes that the "evidence of a social support buffering
effect with regard to work stressors is decidedly mixed" (p.330; see also Lepore,
1998). An example of this can be illustrated using two recent studies, firstly, Baruch-
Feldman et al (2002) found that in traffic enforcement agents' support was identified
as an important correlate in a variety of work outcomes, i.e. support was found to be
positively associated with satisfaction and productivity, and negatively associated
with burnout, with variations in the strength of the relationship depending on whether
the support was from families, co-workers or supervisors. On the other hand, Elfering
et al (2002) reported that whilst support from supervisors had positive effects, support
from close confidants had detrimental effects. Elfering et al (2002) assert that
negative effects of social support by close confidants have frequently been found,
which they suggest could be due to friends tending to be more empathetic, which may
inadvertently reinforce compliant behaviour. In this respect, Ganster (1995)
highlights that supervisors' excessive demands and personal insensitivity are
considered to be critical daily hassles that can create strain and interfere with workers'
performance, although there is very liftie research into individual differences among
supervisors and their association with work outcomes.
In a study of U.S. Army personnel Bliese and Britt (2001) established that positive
social environments (measured by calculating the variability of soldiers' perceptions
of the leadership within their unit) were found to help individuals to cope with
stressors. Therefore, despite the lack of support for the 'buffering hypothesis', there
appears to be a great deal of consistent evidence that suggests that social support (and
in the case of Bliese & Britt's study, social environments) can play an important role
in improving employee well-being (Ganster, 1995). What Ganster, (1995) asserts is
that evaluation research is lacking in this area, which is disappointing as the
underlying evidence suggests that the benefits of social support are strong. Dormann
and Zapfs (1999) findings are similar, as following a review of the empirical
literature on social support they also found surprisingly little evidence from
longitudinal studies on the moderating effect of work-related support.
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Looking at team-working as a potential form of social support, Carter and West
(1999) maintain that whilst there is evidence that team working is beneficial on team
member mental health, the impact that working in a team has on individual well-being
is still under investigation by the Institute of Work Psychology, University of
Sheffield. In this regard, the Institute of Work Psychology (2003) reports that their
surveys to date show that whilst teamwork is one of the most widespread types of
work organisation, with 55% of UK manufacturing companies reporting using team
working in the 1990's (Parker & Williams, 2001), its effectiveness is highly variable.
In this respect, comparative and change studies of teamwork are ongoing (Institute of
Work Psychology, 2003). Parker and Williams, (2001) assert that although team
working might be a way of reducing work-related stress, there is a danger that flexible
work practices like team working may worsen employee stress levels, for example
through increasing work pressure.
The first step in stress prevention is diagnosis, often carried out through a stress audit
(International Labour Organization, 2000; see also Sutherland & Cooper, 2000;
Cartwright et al., 1995). In this respect, Cherniss (1980) states that "[w]hatever is
done to alleviate burnout in a setting should be based on empirical analysis and the
most plausible theory" (p.158). As organisation-level interventions aimed at
preventing or limiting stress generally involve organisational development,
implementation can prove disruptive, or expensive, therefore stress audits can provide
both justification for their necessity and a baseline measure from which to evaluate
their effectiveness (Cartwright et al., 1995). Additionally, sources of stress have been
shown to vary among different occupational groups, different institutions, and
between different status groups and subcultures within the same organisation
(Cartwright et al., 1995). Therefore, "[tJailoring action to suit the assessed needs of
the organization is likely to be more effective than any "broad brush" approach"
(Cartwright et al., 1995, p.225). The stressful characteristics of work identified by
Cox et al (2000) and others (see Table 2) provide a useful framework for effectively
directing resources by answering the questions: what are the existing level of stress
within the organisation? Are some areas better in terms of job satisfaction and
physical and psychological health better than others? How does the organisation
compare with other populations or groups?; if so, what are the stressors, and are they
department specific or organisation wide? (Cartwright et al., 1995). "Following
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stress assessment and problem identUlcation, interventions need to be designed,
installed and evaluated" (Cartwright et a!., 1995, p.229). However, no systematic
evidence is available to show that the process of carrying out stress audits works,
although in principle Briner (2000) asserts that there are reasons to believe that stress
audits may be effective depending of course, on what precisely is done in a stress
audit. In this respect Briner (2000) asserts that the self-reporting of stress is
problematic and that audits done at one point in time only give a snapshot of peoples'
feelings and perceptions at that particular moment. However, it makes sense that
some fonn of initial assessment should be done to inform stress management
interventions, and in this respect, "[s]tress audits are extremely useful where they are
reliable, valid and provide some evidence about cause and effect" (Briner, 2000,
p.14). Briner (2000) recommends using measures that ensure reliability and validity;
collecting other more objective data, such as absence and turnover; by gathering
information over time; and looking for patterns and changes.
Workplace stressors, in risk assessment terms, represent a hazard which can be
understood in relation to the exposure to stress (perceived level of the stressor) and
the consequences, in terms of negative outcomes (Clarke & Cooper, 2000; Cox &
Griffiths, 1996). However, given that any aspect of work labefled as hazardous must
be shown to carry the potential for harming employees exposed to it, the "act of
relating the appraisal of hazardous events to health outcomes is therefore an
important part of the assessment procedure" (Cox & Griffiths, 1996, p.133). Using a
measure such as the Occupational Stressor Indicator, the perceived level of stress can
be measured, and the consequences would represent indicators such as mental and
physical well-being, or job satisfaction, allowing the calculation of correlations
between the stressor and some stress outcomes (Clarke & Cooper, 2000). Clarke and
Cooper (2000; see also Cox & Griffiths, 1996) warn against using subjective
measures of both stressors and stress outcomes, because of common method variance,
and recommend that more objective data, such as absenteeism or turnover levels are
collected from employee records simultaneously. However, without normative
values, determining what represents low or high risks is problematic, therefore, to be
effective a generic stress audit would need to be used to allow comparison between
work-sites, departments and organisations, and also against external norms (Clarke &
Cooper, 2000). It is therefore unsurprising, that Briner (2000) found little evidence as
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to whether this approach to the assessment and management of stress is effective, with
Cox and Griffiths (1996) asserting that many of the questionnaire-based surveys are
inadequate for the purpose of applying the risk assessment paradigm to the issue of
work related stress. In this respect, triangulation is recommended as a method to
combat some of these issues (Cox & Griffiths, 1996).
Cox and Griffiths (1996) recommend that assessment is carried out in four phases,
comprising: familiarisation with the organisation; in-depth interviews with a sample
of employees, leading to; a questionnaire based survey of both psychosocial hazards
and the health status of employees; and an audit of existing management controls,
whilst Cox et al (2002) add the fifth step of data analysis and interpretation. An
example of a health-profile in this respect (see Cox et al., 2002) measures: feelings of
being worn out or tense; high absence, low job satisfaction, intention to leave the job
and musculoskeletal pain. In studies, the health profiles of individual groups were
found to be different (Cox et al., 2002).
Key principles of risk assessment include: working with defined groups; focusing on
work rather than individuals; focusing on the 'big issues'; the use of reliable
measures; confidentiality of information and risk reduction as a goal. These
principles were recently applied to a risk management approach, as developed by the
Institute of Work, Health and Organisations at the University of Nottingham, which
was carried out to tackle work stress in hospital staff (Cox et al., 2002). Cox et a!
(2002) found that a number of the subsequent interventions that were developed were
creative, unremarkable, and effective, with the most positive interventions being those
that were built through consultation with employees. This report highlights the
importance of translating the evidence gathered into "agreeing what needs to be done,
how it will be achieved, by whom and when, whether others need to be involved, what
resources are required, and importantly, how it will be evaluated" (Cox et al., 2002,
p.9). In this respect, evaluating this impact of the interventions was the most
challenging part of the process, leading to the development of new methods of
evaluation (Cox et al., 2002). Cox et al (2002) highlight how the risk management for
work-related stress, is an action-led process, focused on intervening to reduce the
experience of stress at source. Cox et al (2002) found, in their study of hospital staff,
that most of the groups involved in the risk management process improved their
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working conditions, and employees' reactions to the interventions were generally
favourable, with little evidence of problems worsening as a result, although in many
of the case studies the impact of interventions on employee well-being was modest.
However, Briner and Rick (1999) have identified a number of problems with the risk
assessment approach, namely that before defining something as a hazard there must
be reason to believe that it has the potential to cause harm. Risk is defined as the
chance that somebody will be harmed by the hazard, however, whilst for a physical
hazard such as a toxic chemical risk can be assessed, there are difficulties in
translating this approach to the psychosocial environment. Reasons for this include
the fact that: we cannot determine the way heavy workloads might cause specific
harms; the effects of exposure to psychosocial hazards, for example a traumatic event
may remain latent for some time; psychosocial hazards effects can sometimes be
negative and sometimes positive (e.g. autonomy - having too much may indicate little
management support or a lack of role clarity); and finally, psychosocial hazards are
determined by how people perceive them (Rick & Briner, 2002). Despite these
problems, Briner (2000) still asserts "there are good reasons to continue developing
risk management approaches to stress as they have the potential to be highly focused
and very practical" (p.1 5). In this respect, Briner (2000) recommends that the risk
management model ought to be adapted so that it fits better with psychological risks,
and that advances in the causal links between work hazards and well-being are needed
to improve our ability calculate risk.
Recently, health promotion literature includes models of health needs assessment
(Dugdill, 1996). "The philosophy behind most of the models is that of engaging the
community or individuals involved in the process of ident5'ing their health priorities,
as a vehicle for empowerment" (Dugdill, 1996, p.3). Ideally, a health needs
assessment should use as wide a range of information as possible, using both
qualitative and quantitative data, to inform the process. This process should
ultimately inform perceptible action if continued commitment is required (Dugdill,
1996).
The research that has been published on stress management interventions has often
had methodological limitations, which Nytro et al (2000) summarise as being:
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"weaknesses in research design (particularly the scarcity of longitudinal
studies), unclear links to theoretical models, excessive emphasis on
intervention at the level of the individual employee, inappropriate data
analysis strategies, inattention to the effects of differences in intervention
processes and insufficient recognition of contextual differences"
(p.213/214; see also Cox et aL, 2000b; Briner & Reynolds, 1999).
Furthermore, there is reason to believe that many unsuccessful interventions are never
actually reported in journals (Nytro et al., 2000; Briner & Reynolds, 1999) and that
many stress reduction interventions fail (Saksvik et al., 2002). Briner (2000) contends
that the way forward involves a move away from using stress as an umbrella term, as
it can cause more confusion than clarity. Alternatively, terms covering precise work
conditions (e.g. demands, control or support), employee health (both physical and
mental) and performance behaviours (e.g. absence events) should be used. Briner
(2000) further advocates the adoption of 'evidence-based' practice, i.e. being clear
about what the problems are and drawing on the best possible evidence to support
whatever interventions are chosen. Finally, Briner (2000; see also International
Labour Organization, 2000) recommends approaching stress management in a
systematic way, by "ident5'ing "stress " problems, looking closely for evidence about
cause and effect, making informed decisions about interventions and building in some
forms of evaluation" (p.17). In this respect, to be effective, most tfett't
interventions will involve a certain amount of organisational change (International
Labour Organization, 2000). Moreover the evaluation of all stress management
interventions is problematic, as there is limited evidence on which to draw (Briner,
2000), with Kompier (1996) concluding that the 'how well, and why, do they work?'
questions cannot yet be answered. Subsequently, the jury is still out on the
effectiveness of most stress interventions (Briner, 2000; Cox et al., 2000).
Afler looking at interventions to manage stress in the workplace, key findings are that
the available evidence looking at interventions to reduce work stress appears to be
limited at best (Shannon et al., 2001; Nytro et al., 2000; Kompier et al., 2000; Briner,
2000; Parkes & Sparkes, 1998), with Kompier et al., 2000 asserting that work stress
prevention programmes are predominantly individually biased and reactive, with a
lack of organisation-level interventions studies acting as a barrier to progress in
64
reducing work-related stress (Kompier et aL, 2000; Cox et al., 2000b). Cox et al
(2000b) conclude that the literature "suggests that organisational-level interventions
(or at least, intervention programmes that target the organisation as well as the
individual employees) may be the most beneficial for both individuals and
organisations" (p.l2O). However, most interventions have been found to be weak,
targeting only the individual, and very few are adequately designed or evaluated in
scientific terms (Cox et al., 2000b). As a result, the available evidence suggests that
some of the attempts to manage stress to date have been unsuccessful and others may
be effective only in certain conditions or contexts (Briner, 2000). Furthermore, the
crucial issue of how to assess the way that work can and does impact negatively on
people and, in terms of risk assessment, how the link between hazards and harm can
be identified (Rick & Briner, 2002). Nytro et al (2000) claim that:
"limited success may be attributed to a failure to assess employees'
perceptions of the need for change, and whether the proposed
intervention(s) is regarded as suitable for the identfled problem (e.g.
reducing acute responses) or future challenges (e.g. promoting enhanced
well-being)" (p. 222).
Parkes and Sparkes (1998) conclude that the most encouraging results were found in
the few studies that employed strong designs, focused on a significant work stress
problem, and used a range of different types of outcome measure. In this respect,
success was seen in two separate studies of workload reduction, which used
experimental designs, and a programme implemented to enhance communication
between workers and management following a merger announcement. Parkes and
Sparkes (1998) recommend that researchers; focus on one, or a few stressors; adopt a
clear conceptual framework to facilitate and design and analysis process; investigate
options for experimental design; use both objective and subjective outcome measures
of individual outcomes; use carefully chosen, established psychometric measures with
acceptable reliability and validity; use times of transition to introduce stress reduction
interventions; maximise response rates; repeat waves of data collection to assess the
effects of the intervention; use independent consultants and researchers; and the use of
qualitative methods to evaluation PAR studies.
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Shannon et al (2001) state that rigorous evaluation of the changes is critical and
suggest that where possible researchers should try to conduct randomised projects,
using quasi-experimental designs. However, Griffiths (1999) says that quasi-
experiments are rarely used, because although they are possible in many fields of
social science, they are extremely challenging with functioning organisations.
Furthermore the dominant experimental paradigm in research, which emphasises
causal connections, often focuses on the outcome at the expense of the process
(Griffiths, 1999). Griffiths (1999) asserts that interventions should be examined in
terms of macroprocesses (conceptualisation, design and implementation),
microprocesses (the detail of the nature of change, e.g. how control or support
actually affects individuals) and outcomes. "The power of the practical example is its
demonstration that a given intervention is possible and has the intended effect"
(Kristensen, 2000, p.293)
2.11	 The process of managing stress management interventions in the
workplace
Nytro et al (2000) assert that the process in the implementation of occupational stress
interventions can be as important as the contents of the occupational stress
intervention itself (see also Saksvik et al., 2002; Griffiths, 1999). Nytro et al (2000)
claim the outcomes may have less to do with the content of the intervention, but the
way the intervention has been initiated. For this reason, "good intentions do not
necessarily guarantee good outcomes" (European Commission, 1999, p.49).
Therefore Griffiths (1999) urges careful documentation of the implementation
process, as without it even positive results fail to make clear what role the intended
processes played in bringing about the outcome. Additionally, much of the literature
on change management gives the impression that as long as an organisation sticks to
recommended recipes then change is a relatively simple endeavour (Saksvick et al.,
2002). However, interventions that are poorly implemented or mismanaged can
potentially lead to increased, rather than reduced stress. This highlights the need for
interventions to be well planned and comprehensive, a process which requires
monitoring and evaluation as critical factors for success. Cahill et al (1995) state that
whilst changing individual behaviour is tough, changing organisations to improve
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employee health is even more difficult. Kristensen (2000; see also Cox et aL, 2002)
outlines some of these obstacles, as follows:
Organisational interventions are time-consuming and can be expensive
.	 Organisational interventions are difficult to describe, control and evaluate
Despite the fact that management may participate in a research project, they
could dislike the idea of an intervention study because they see the organisation
of the workplace as their responsibility
Management may fear that possible mistakes or unpopular actions taken during
the intervention will be made public to the employees or to the media. In this
respect the political nature of organisational interventions can make them
difficult to affect
.	 Workers may be opposed to some organisational interventions, as may the
unions, because they may feel they could interfere with the collective
bargaining system of the workplace organisational interventions may raise
workers expectations and may increase job dissatisfaction if those expectations
are not met
.	 If the intervention is a failure, internal as well as external difficulties may be
caused
Nytro et al (2000) also add that the language barriers, between the interventionists and
the stakeholders can hinder change, especially in terms of the effectiveness of the
information provided and whether there is "an adequate understanding of local
norms, values and use of language" (p.219). Furthermore, at times of change,
workers can cling to traditional organisational processes and practices for security
reasons, consequently unless organisational members are willing to give up what they
have clung to in order to make life predictable and controllable, change will not occur
(Nytro et a!., 2000). Nytro et al (2000) further assert that:
"zf employees are accustomed to untrustworthy behaviours, and learn to
expect them from management, it is unlikely that fresh initiatives to develop
healthy modes of organizational functioning will be met with enthusiasm
and commitment" (p.22O).
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Because of these barriers, and the fact that workplace participants may feel that
researchers have lost interest once they have collected the data they need, Kristensen
(2000) suggests that, "[b]efore starting an organizational intervention project it is a
good idea to have a formal agreement in which the obligations and rights of all
participants are clarfIed" (p.302).
These obstacles highlight how the concept of stress and the process of managing
change in the workplace are highly intertwined (Schurman & Israel, 1995).
Cartwright et al (1995) state that organisations, like individuals, tend to resist change,
and that "this inertia is reinforced by the belief among many managers that the work
environment does not contribute to employee distress" (p.230). Additionally, the
nature of complex bureaucratic organisations, such as public sector bodies, is such
that "the major "objective" features of the immediate work environment are
"overdetermined", that is, the system has multiple mechanisms for reproducing
desired behaviour and resisting change" (Schurman & Israel, 1995, p.239). In such
organisations, policy changes are almost always made at the highest level of manager
(Schurman & Israel, 1995). Therefore, the most important step in making healthy
organisational change is for the top management within organisations to be seriously
committed to both making and sustaining the changes (Cahill et a!., 1995), with
Shannon et al (2001; see also Nytro et al., 2000) adding that the participation and
backing of union leadership is also essential in this respect. However, research still
needs to ascertain exactly what makes managers committed to a healthy workplace,
and whether or not, for example, 'healthy work awards' are potentially more effective
than policies or legislation (Shannon et al., 2001). Additionally, managers need to be
aware of the cultural barriers to change and how to overcome them (Shannon et aL,
2001). Yet, many stress prevention studies:
"are under-powered and have relatively limited duration of follow-up,
which might be too brieffor a real change in workplace culture to occur
and hence incapable of detecting any health effect" (Shannon et a!., 2001,
p.325).
Principles involved in the establishment of job organisation improvements,
highlighted by Theorel! (1999) include: the fact that job changes require a
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considerable amount of time (see also Shannon et al., 2001; Cahill et aL, 1995), with
social changes requiring months and years; needs formulated by workers are more
likely to be successful than top-down processes (see for example Brodie & Dugdill,
1993); group feedback and discussion are important mechanisms in the change
process (see also Nytro et al., 2000); there are bound to be conflicting opinions
regarding solutions, which require mental preparation; that concomitant work must
take place between the organisation and individual workers; and the completion of a
cost benefit analysis (Nytro et al., 2000). Nytro et al (2000), assert that three
'prerequisites' should be in place before introducing organisational interventions.
Firstly, learning from failure, which requires reliable empirical reasons why many
apparently well-designed organisational change efforts fail to achieve their intended
results. Whilst at the same time, uncertainties about the failure of similar projects,
and realistic expectations of success should be discussed at the outset of the project.
Secondly, involvement and negotiation, which involves taking into account the
influence exerted by powerful groups within the organisation. And finally, cultural
maturity, which involves the organisation being competent enough in managing the
change process to realise the full potential of an intervention, therefore a managers
attitude towards change and their way of communicating may be key factors in
understanding how organisational process influence the success of occupational stress
interventions (Nytro et a!., 2000).
Clarke & Stewart (2000) use the term 'wicked issues' to discuss problems for which
there is no obvious or easily found solutions, claiming that "they are likely to be
resolved not directly but through an iterative process - learning, trying and learning"
(p.377/378). These type of problems challenge existing patterns of organisation and
management requiring a participatory style of working, which both learns from and
works with people to inform changes which need to be owned by the people involved
(Clarke & Stewart, 2000). Requirements include: holistic thinking to see the bigger
picture, including interrelationships of issues, organisations and people; thinking and
working across organisational boundaries; and a willingness to think and work in new
ways (Clarke & Stewart, 2000).
Once data has been collected, the next stage, called the translation phase "involves
ident5'ing the priorities, investigating options for action, assessing the resource
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implications of various courses of action, and planning the implementation of
change" (Cox et al., 2002, p.53), thus bridging the gap between the results of the risk
assessment and interventions, whilst at the same time identifying the major problems
that are also associated with poor health. Translating the assessment results into
concrete intervention plans is one of the most daunting, and challenging aspects of the
risk management process. Cox et a! (2002) emphasise the importance of staff feeling
that they 'own' the results and the intervention design process. To aid this process,
the 'six step' approach to intervention design was developed, as follows:
Table 4: The 'Six Step' approach to intervention design (Cox et al., 2002)
The 'Six Step' approach to intervention design
The 'ideas phase'
Step 1	 The identification of underlying issues/organisational pathology
Step 2	 Making decisions about what can be achieved
Step 3	 Select the appropriate and practicable intervention strategy
The 'action planning phase'
Step 4	 Identify the agency (who would implement the plan) and target
(who would be receiving the intervention)
Step 5	 Planning implementation
Step 6	 Setting timescales and milestones
Cox et a! (2002) found that the implementation of action plans for risk reduction
needed to be carefully and thoughtfully managed, as effectively they are change
processes, and recommend establishing a steering group to oversee and facilitate each
risk management project. Likewise, the process of action planning must be
methodically observed and discussed, and provision made for the evaluation, not only
of the outcomes, but also of the implementation process, to allow for both strengths
and weaknesses to be assessed (Cox et al., 2002; see also Dugdill & Springett, 1999;
Dugdill & Springett, 1995). Criteria for evaluating the efficacy of health promotion
strategies include: change in indicators of health and behavioural risk factors of
employees; psychosocial conditions at the workplace; accident rates; absenteeism;
staff turnover; productivity; satisfaction and well-being of the workforce; and changes
in health care costs (European Commission, 1999). Cox et al (2002) describe the
evaluation of work stress interventions, as "an emerging discipline" (p.87), and in
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this respect have outlined a number of specific evaluation criteria, which are
discussed in more detail below. However, Dugdill and Springett (1994) found,
looking at that the literature on evaluation of actual interventions that few studies took
a multi-level approach to evaluation. A key theme arising from the literature is how
complex and difficult the evaluation of health promotion programmes actually is,
because whilst people spend a long time at work, it is not the only factor affecting
well-being (Dugdill & Springett, 1994). As a result, Dugdill and Springett (1995)
developed guidance in the form of a practical framework for evaluating workplace
health programmes, aimed at health practitioners in the UK. However, Shannon et al
(2001) emphasises the need for researchers to determine which incentives are
effective in motivating companies to be involved in evaluations of interventions.
Nytro et al (2000) sum up the three most important factors in promoting
organisational change as being: visible management support and commitment;
preparing for successful change; and encouraging employee participation.
Additionally, Kompier et a! (2000) conclude that "stress prevention thus relates to
both content and process variables, which often are intertwined" (p.386). In this
respect, by combining both content and process factors, Kompier et al (2000) identify
five factors in stress prevention: a stepwise and systematic approach; adequate
diagnosis or risk analysis identifying risk factors and risk groups; a package of
interventive measures that address the problems identified, combining both work-
directed and person-directed measures; a participatory approach involving both
employees and management; and the sustained commitment of top management.
2.12	 The costs and benefits of preventing stress in the workplace
The development of competence, social capital and enhanced opportunity to make
decisions, according to the European Commission (1999), represent, not only
important determinants of health, but also important investments for organisational
health, success and future prospects. However, given that the evidence on the
effectiveness stress management interventions is equivocal, as discussed above (see
for example Brinner & Reynolds, 1999) it is unsurprising to find that in seeking to
evaluate the costs and benefits of stress prevention there is limited evidence (see also
Cox et al., 2000b). In fact, Van der Hek and Plomp (1997) found only 37 stress
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management interventions, out of 342, which referred to some kind of evaluation
research, and of these 7 were based on anecdotal comments from participants. As one
of the main purposes of evaluation is to assess the cost effectiveness of programmes,
the lack of research in this area clearly represents a significant gap in the research.
There is relatively more published data available on the cost benefits of secondary or
tertiary level intervention programmes than there is on organisational level
programmes, with some evidence that these types of interventions can temporarily
make a difference in reducing the experience of stress (Cooper et al., 1999).
Although Briner and Reynolds (1999) argue that there is little clear evidence to
suggest that these techniques have a positive impact on objective work variables such
as performance and absence. However, as the focus of this thesis is primarily on
organisational level interventions to reduce stress, the costs and benefits of secondary
and tertiary interventions will not be addressed at this time.
As discussed above, organisational-level strategies are relatively rare, with the focus
in the UK generally being on secondary and tertiary level interventions, therefore,
costs benefit analyses of organisational level interventions are rarer still. One UK
publication aimed at addressing this gap was produced by the European Foundation
for the Improvement of Living and Working Conditions in 1996, however, it
concluded that there are methodological difficulties in establishing convincing
evaluative evidence (Cooper et aL, 1996), asserting that:
"Since the fundamental problem - how the financial consequences of stress
for private and public companies are quantfIed and analysed in the
company's financial routines - has not been solved, there is no basic data
available that could guide the measurement offinancial consequences of the
stress programmes for the companies, either" (p.78).
As a result, Cooper et al (1996) claim it is would be better to investigate how to obtain
the basic data for calculations, or quantify the consequences of stress, rather than
focus on individual cost-benefit analyses. Whilst issues of measurement may be
complex, Cooper at al., (1996) state that they still need to be addressed and
incorporated in the evaluation of any strategy. Therefore it is important for an
72
organisation to know its starting point, or baseline, in order to assess any benefits
derived (Cooper et a!., 1996). However, where primary level interventions have been
evaluated, what little evidence exists has been consistently positive, particularly in
showing long term beneficial effects (Cooper et al., 1996). For example, Ganster et al
(200 1) conducted a 5-year study of control and job stress in a sample of nurses, and
found that higher control predicted a lower use of medical services (assessed from
health insurance medical records). Cox et al (2000b) suggest in this respect, that
organisational-level interventions have significant advantages and represent the best
way forward. However, Briner and Reynolds (1999) hold that there is little evidence
to support enthusiasm for the success of stress management interventions,
highlighting a statement made by Cox et al (2002), which states that "[tJo date, such
conclusions are based more on moral and strategic reasoning that on empirical data,
although the data that do exist are supportive" (p.127). Briner and Reynolds, (1999)
claim that the combination of eagerness and optimism on the part of job stress
researchers has drawn attention away from the basic questions of why and how
organisational level stress interventions work. In this respect what is required are:
more longitudinal studies; multiple self-report and objective measures; an assessment
of extra-organisational influences on behaviours and attitudes, for example labour
market conditions; and study designs that highlight links between "changes in
objective job conditions, changes in subjective perceptions of those job conditions,
and changes in employee well-being [that] can be clearly examined and the causal
relationships between them explored" (Briner & Reynolds, p.659).
However, where quantitative benefits are useful for measuring for example personnel
costs, in order to measure the organisation's capacity or health, it would be more
appropriate to use qualitative methods. This calls for a number of varied indices to be
used to assess the outcome of stress reduction strategies, in order to reflect the
diversity of the impacts of stress upon individual and organisational functioning.
However difficulties can arise because assessing costs and benefits in 'words' does
not neatly fit into the paradigms of business economics or accounting conventions
(Cooper et a!., 1995).
In summary, whilst there is optimism that primary level interventions could produce
positive benefits for both individuals and organisations and represent the best way
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forward, what is lacking is a large body of evidence to support this. This is primarily
due to the lack of baseline data, primary level interventions, longitudinal studies, and
the methodological difficulties in evaluating the multiple causes and consequences of
stress, together with the large number of moderating and mediating variables
involved. In this regard, more research, as outlined above, is needed to address this
gap.
2.13	 A participatory action research approach to creating change
Having considered the process of managing stress related interventions in the
workplace, a participatory action approach (PAR) using focus groups will now be
considered as an approach to creating change in the workplace. Although this section
could be considered as part of the methodology part of the thesis, it was felt that as the
concept of stress and the process of managing change in the workplace are highly
intertwined (Schurman & Israel, 1995; see also Kompier et al., 2000) it is more
appropriate for these issues to be discussed concurrently.
The majority of approaches to stress reduction which seek to change employees'
perceptions of the work environment through strategies such as increasing
participation, communication and social support, enhancing control, and reducing role
ambiguity and conflict adopt PAR methods to identify stressors in the work
environment and devise ways of alleviating them (Parkes & Sparkes, 1998). In this
respect, action research has been designed specifically for bridging the gap between
theory, research and practice. PAR involves a cyclical process of reflection and
action whereby the stakeholders identify aspects of the system they wish to change;
analyse the causes of these dysfunctions; create and implement action plans; develop
a plan to evaluate these interventions; identify lessons learned from their experiences;
and consolidate their learning into general knowledge that benefits others, or into
revised actions (Schurman & Israel, 1995). PAR is therefore a process of "scientflc
enquiry that shfls to varying degrees the involvement in and control of the research
process to those who experience the problem investigated" (Loewenson et al., 1999,
p.24'7). Research (see for example HSE, 2002) together with practical experience
74
strongly suggests that interventions that are designed with the involvement of staff are
the most likely to be effective in the long-term.
"Staff involvement.., encourages enthusiasm, and creativity and can yield
extremely effective interventions" (HSE 2002, p.55). "Research and
practical experience strongly suggests that those interventions that are
designed with the involvement of staff are the most likely to be the most
effective in the long-term" (Cox et al., 2002, p.54).
In this respect Bond and Bunce (2001) used a PAR intervention to increase people's
job control, and found that "that the PAR intervention signflcantly improved people 's
mental health, sickness absence rates, and self-rated performance at a 1-year follow
up" (p.29O). Participation should be genuinely empowering and emancipating for
those involved, thereby serving the shared interests of both researchers and researched
(Beresford & Evans 1999; Springett & Dugdi]J, 1999; DeKoning & Martin 1996;
Karisen 1991).
There are four broad approaches in action research which have given rise to different
orientations: these are experimental approaches associated with Kurt Lewin in the
1940s and his followers; the organisational approach associated with the Tavistock
Institute; the empowering approach which arises from cormnunity development; and
the professionalising approach which can be seen in education and nursing (Hart &
Bond, 1995). However, the focus of this research is on PAR, which is a more radical
form of organisational action research rooted in psychoanalysis and social psychology
and drawing on the later work at the Tavistock Institute.
PAR conceptualises the production of knowledge as itself an outcome of social
relations, as opposed to traditional forms of organisational level interventions that rely
on 'expert knowledge'. Therefore, PAR recognises the knowledge of ordinary
people, challenging this 'expert knowledge' which often negates the experience of the
majority (Loewenson et al., 1999). Karlsen (1991) asserts that to achieve the best, or
most rational, solution, open discussions need to be held in which all participants are
viewed as having equal rights. These non-hierarchical relationships contrast to the
society we live in, where 'politically influential' knowledge conventionally is in the
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form of statistically or theoretically based generalisations, which are established by
experts and promoted through organisational power hierarchies (Winter & Munn-
Giddings, 2001). In this respect, the philosophy of action research is associated with
Postmodernism, which rejects a single 'grand narrative', asserting that truth is
culturally relative (Winter & Munn-Giddings, 2001). Additionally, the 'pragmatist'
tradition stresses practically effective knowledge and enquiry as a communal
enterprise (Winter & Munn-Giddings, 2001). The important elements in both of these
arguments is the "rejection of a correspondence theoiy of truth" (p.257), which
means that statements made cannot be claimed to be true because they 'correspond
to' an objective reality external to the language, because we have no way of referring
to such a reality except through that very language (Winter & Munn-Giddings, 2001).
Therefore it is argued that the truth of each statement depends on its 'coherence' with
other statements, as in the action research process where eventual agreement is
reached concerning "the generally shared truth" (Winter & Munn-Giddings, 2001,
p.259).
Contrasts between conventional social enquiry and action research create real and
practical problems (Winter & Munn-Giddings, 2001). In this respect, reports risk
being rejected, "as merely partisan or sentimentally idealistic, as mere voices of
dissent or exercises in raising morale, as simply lacking the validity and reliability of
'proper research" (Winter & Munn-Giddings, 2001, p.255). Similarities exist
between these issues and the debates about the validity and reliability of qualitative
data that has been and taking place over the last few decades (DeKoning & Martin,
1996). Whilst acknowledging that truth is culturally and 'locally' relative, in order to
address issues of validity or credibility of qualitative data a variety of methods can be
used, such as member checking, or "opening the research process to a kind of
validation through consensus" (Karlsen 1991, p.l55), using a mix of research
methods (see for example Hugentobler et aL, 1992), or meeting with peer groups from
the same community (DeKoning & Martin, 1996).
As outlined above, interventions aimed at reducing stress in the workplace have a
chequered track record. Whereas PAR as an approach to system-level interventions
has proven itself an effective means of "linking knowledge of the setting with a
conception of how to introduce change" (Schurman & Israel 1995, p. 236). Results
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of many recent studies (see for example Aparicio, 2002; European Agency for Safety
& Health at Work 2002, Kuhn 2002; Bond & Bunce, 2001; Cox, Griffiths & Rial-
Gonzalez, 2000; Levi & Levi, 2000; Mikkelsen et al., 2000; The Sainsbury Centre for
Mental Health, 2000; Griffiths 1999; Hugentobler et al., 1992; Karasek, 1990;
Chernis, 1980) indicate that PAR and participatory processes which involve active or
empowerment learning, can significantly improve people's mental health, sickness
absence rates, and performance and are critical for developing effective interventions
(Goldenhar et al., 2001). Therefore, philosophically PAR is an important approach if
one is interested in a boftom-up approach to health in the workplace (Springett &
Dugdill, 1999). Kompier et al (1998) reviewed 10 Dutch projects from several
branches of industry aimed at reducing work stress, physical workload and sickness
absenteeism and concluded that one of the key factors for success was a participative
approach. This approach enables 'context-specific' solutions to be found in stress
prevention initiatives (for example see case studies from The European Agency for
Safety & Health at Work, 2002). Research has shown that participation is particularly
important during times of organisational change (see for example Landsbergis et al.,
1999). Whitehead et al (2003) agiee stating that "acion research isfas ernerg
an important method for health-related research activity, and particularly as a
method for supporting organisational change" (p.6). In this respect participation can
protect employee's health:
"by providing a sense of control and self-esteem and helping to remove
uncertainty, frustration and anxiety... staff participation is a means of
enhancing the success of change programmes" (Donaldson, 2002, p.28).
However, Shannon et al (2001) caution that participatory action strategies can only be
applied to a tiny fraction of workplaces, requiring substantial time commitment from
the researchers.
However, whilst Mikklesen et al (2000) report that participatory interventions had a
positive effect on work-related stress, job characteristics, learning climate and
management style in a public sector organisation in Norway, the positive effects were
short-lived. This could be because the intervention period was too short to implement
new working methods successfully, or because of the 'Hawthorne' effect, which can
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be particularly likely when participants know that they are involved in a study, and
when the follow-up observation point occurs soon after the intervention has ended
(Jackson, 1983). However, no negative effects were reported and the most positive
feedback reported by the employees was "appreciation of the opportunity to
participate in ident5'ing and solving problems, that the problems addressed were
taken seriously by the management and that steps towards solutions were put on an
action plan" (Mikklesen, 2000, p. 168).
Whilst the majority of published accounts of action research are 'success stories'
(Gomm et al., 2000), Waterson (2000) published a 'behind the scenes' account that
reported a number of problems, such as "issues of inheriting a project, multiple
agendas, changes in key organizational staff problems of how to present findings,
and dilemmas about dissemination and feedback [which] created predicaments for the
researcher and distorted the balance between action and research" (p.506). To
reduce these limitations Waterson (2000) recommends the use of an independent
mentor, more proactive contact with senior management, and the establishment of a
steering group. Despite the limitations of this research, Waterson (2000) still felt that
the research was useful for the staff involved, reporting that "the process sharpened
their thinking and analytical skills, encouraged them to be more confident in valuing
their opinions and experiences and to co-generate meaning and ideas for the future"
(p. 505).
Within social services 'professional-bureaucratic role conflict' (Cherniss, 1980) can
occur, resulting in staff feeling helpless because they know little about how the
system works and have not acquired the skills to negotiate it. In this respect, skills
such as organisational problem solving can be acquired during PAR (Chemiss, 1980).
Dockery (1996) reflects on some of the problems of promoting and facilitating
participatory processes within non-participatory systems such as public sector
bureaucratic organisations, i.e. the number of changes faced by these organisations;
how the research population is identified; what methodology is used to conduct the
research; the time and money involved; the gradual progression from
disempowerment to empowerment; and how a bureaucracy that is hierarchical by
nature and in practice can respond to participation. Dockery (1996) suggests that
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whilst we may aim for the 'ideal', it is important to acknowledge the above
constraints on achieving the ideal in bureaucratic public sector bodies.
Further difficulties of action research include; lack of willingness to participate, lack
of access or domination by certain individuals that may lead to bias in both the
interpretation of the findings and in the interventions; difficulties in demonstrating
cause-effect relationships without clear baseline and outcome measures or some kind
of experimental control group, problems with 'external validity' and in the
generalisability and sustainability the findings (Gomm et al., 2000; Loewenson,
1999). In this respect, "[t]he selection of the study base and of the subjects
determines the representativeness of the findings" (Loewenson, 1999, p.248).
However, although there are limitations in the scientific 'rigour' of PAR, these can be
counterbalanced by the 'relevance' of the findings (Loewenson, 1999).
Notwithstanding the above, as a strategy for redesigning work systems to reduce or
eliminate the onset of stress-related health problems (primary prevention) PAR
deserves serious attention (Schurman & Israel, 1995). Not least because of the:
"increased complexity of working life, the need to access shop floor
knowledge of work and organisational processes, increased emphasis on
stress and other subjectively experienced conditions, the increasing
recognition of multfactorial illness and the need to determine illness in
early stages has motivated a greater recognition of the subjective
experience and the involvement of workers as central to inquiry and
intervention (Loewenson et al., 1999, p. 241).
Winter and Munn-Giddings (2001) assert that action research is a way of addressing
some of the real philosophical difficulties inherent in all forms of social enquiry,
including large-scale surveys, theoretical analyses, randomised control trials or local
development projects.
The key issue when using the PAR approach to create change is to determine which
aspects of working conditions are amenable to change, and how such context-specific
interventions may practically be achieved. This follows recommendations for
recruitment and retention in the public sector put forward by the Audit Commission
79
(2002) who urge employers to 'fully understand the work experience from the
perspective ofyour staff and take action to create and sustain a working environment
in which people can make a dfference" (p.61). Donaldson (2002) adds that
participative change results in greater staff commitment to the changed system,
increasing the likelihood that employees will ensure its future success.
Schurman and Israel (1995) assert that successful PAR interventions should result in:
increased use of data to guide planning and decision making; the development of new,
more egalitarian structures and decision-making processes that are more participatory,
leading to increased opportunities for positive social interaction and social support;
the institutionalisation of these new structures and processes into the 'normal'
behaviour patterns of the system; and increased scientific knowledge about
organisational change and behaviour and the process of (in this case) organisational
stress.
2.14	 Focus groups in participatory action research
One way of involving staff in a participative way is to use focus groups. A focus
group is:
"an interactive strategy to gain insight into the perceptions, beliefs and
opinions of 8-12 representatives of an intended audience about specific
issues, programs, or services through a 60- to 90-minute guided and taped
discussion led by a skilled moderator" (Goldman & Schmalz, 2001, p.1 4).
In this way, employees' on-the-job experiences can be used as a vital resource in
identifying both problems and solutions (European Agency for Safety & Health at
Work, 2002). Focus group methods have become an increasingly popular approach to
data collection in the social and health sciences, for example to understand employee
perceptions of stress (see for example Gillespie et aL, 2000), in the development of
interventions and in evaluation research (see for example HSE, 2002; MacDougall &
Fudge, 2001; Kidd & Parshall, 2000; Health Education Authority, 1999), and as a
health needs assessment, to ascertain workplace health proprieties from the
perspective of the worker (Dugdill, 2001).
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Barbour (1999) asserts that 'focus groups can bridge the gap between 'traditional'
organizational research and 'new' organizational theory, which draws on the models
of social constructionism and negotiated order" (p. 113). The history of focus groups,
which it is not possible to address here, suggests that they were not originally
conceived as a stand-alone method, but that focus group methods were an early
instance of triangulating qualitative and quantitative data from the same participants
(Kidd & Parshall, 2000). Barbour and Kitzinger (1999) agree, stating that focus
groups can be combined with quantitative methods (structured research instruments),
especially in the latter stages of a project where they can help to tease out the
findings. In this respect, "[g]roup work can not only complement data collected via
other methods, but may actually challenge how such data are interpreted" (Barbour
& Kitzinger 1999, p.7). Focus groups are also particularly useful as a way of
involving staff in organisational change programmes (Donaldson, 2002; Kutek, 1998).
Additionally, focus groups can be used as a means of summative evaluation of a range
of interventions or social action programs, to make final judgements about their worth
(Wilkinson, 1998).
The aim of the focus group is less about measurement and more about gaining in-
depth knowledge about certain areas of interest to acquire in-depth qualitative data
(Barbour & Kitzinger, 1999; Jinks & Daniels, 1999). Like PAR, focus groups are
seen as a relatively 'egalitarian' method of conducting research, as the number of
participants simultaneously involved in the research interaction inevitably leads to a
reduction in the researcher's power or control (Wilkinson, 1998). This makes it
somewhat impossible for the researcher to impose his or her own agenda in the group
context, enabling participants to have a greater opportunity to set their own research
agenda and develop themes most important to them (Wilkinson, 1998).
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2.15 Summary
The volume of organisational stress research has grown markedly in recent years and
as a result it has only been possible to discuss the key themes that have arisen from
the literature, pertinent to the aims of this study. Within these themes, there are
conflicting paradigms and where possible the debate has been discussed in detail,
although in some cases it has been outside the scope of this thesis to do so. In these
instances, the evidence has been carefully weighed up to reach the stance that has
been adopted. In this regard, a transactional model of stress has been accepted, which
sees stress as a negative psychological state, involving characteristics of both emotion
and cognition and leads to the definition which sees "stress as a psychological state,
which is both part of and reflects a wider process of interaction between the person
and their (work) environment" (Cox et al., 2000b, p.56). Given that the person
interacts with their work environment, it follows that the amount of stress is affected
by the nature of the person who is exposed to it. However, the body of literature
available recommends that combating the risks at source, and adapting the work to the
individual rather than the individual adapting to work is the approach that is required.
Stress is estimated to be affecting approximately 563,000 in Britain (HSE, 2002c) and
the Confederation of British Industry have estimated that stress related absence in the
UK accounts for the loss of 1 87m working days per year, costing approximately £12
bn (The Guardian, 17tt March, 2001). Similarly, in Europe, stress is reported to be
affecting more than 41 million Europeans, resulting in millions of days off sick each
year and lost earnings. As a result, strategies have been launched, both here in the
UK, and in Europe to try to reduce the number of working days lost and promote
well-being at work. These strategies are largely based on the body of evidence which
points to ten different job characteristics, work environments and work organisation
which have been identified as potentially stressful (see Cox et al., 2000). Guidelines
to reduce absenteeism have been produced by the European Foundation (1997),
advocating four types of intervention: procedural measures for monitoring and
controlling absenteeism; preventative work-oriented measures aimed at reducing the
discrepancy between workload and capacity; preventive person-oriented measures to
improve the capacity of individuals; and reducing return-to-work barriers. However,
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despite this, in social services the main focus is on procedural measures, with no
evidence of any preventative work-oriented measures.
There is now considerable evidence that perceived stress at work is associated with ill
health, including: emotional reactions; cognitive reactions; behavioural reactions; and
physiological reactions. Additionally, unhealthy coping behaviours may lay early
foundations for subsequent diseases such as Cl-ID, which may be irreversible. Under
a number of Acts, employers have a statutory duty to carry out risk assessments
regarding both physical and psychosocial hazards and manage these risks as far as
reasonably practicable. However, recently the Court of Appeal has ruled that
employees also have a duty to inform their employers if they feel under stress, in
order to give them the opportunity to do something about it, andlor to make a decision
not to carry on in the same job if they find it stressful. Stress has also been shown to
negatively impact on organisations by resulting in: increased complaints from clients;
less committed staff; an increase in accidents; increase in staff turnover; increased
absenteeism; reduction in performance and compensation claims for stress-related
illness.
There are a number of stressors, which are associated with working in the public
sector, primarily the escalation in the rate and scale of change that has been taking
place since the 198 Os. This has resulted in organisations either being privatised or
subjected to pressures to increase the effectiveness of their management, along with
increasingly stringent financial review. As a consequence six factors have been
identified as underpinning people's decision to leave, namely:
"the sense of being overwhelmed by bureaucracy, paperwork and targets;
insufficient resources, leading to unmanageable workloads; a lack of
autonomy; feeling undervalued by Government, managers and the public;
pay that is not felt fair '. and a change agenda that feels imposed and
irrelevant" (Audit Commission, 2002, p.22).
Additionally research has found that in the public sector job satisfaction levels are
lower than the private sector; pay is relatively lower; and public sector workers are
reporting an increase in measured stress.
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Social services have similarly been subjected to massive changes over the past few
decades. For social workers, stressors identified in the literature include: lack of
resources, staff and time; poor perceptions of social work by the public; fear of
making mistakes; poor pay; overwork, necessitating unpaid overtime; and
organisational change. Again low levels of job satisfaction and high levels of stress
have been found amongst this group. Change amongst homecare workers has meant
that there has been a shift from domestic care to personal care, because more
dependent people are staying at home longer. Violence is a further concern amongst
social service staff, with women being more vulnerable than men.
In SSDs the overall level of vacancies has fallen in most employee groups between
2000-200 1 although nearly half of the authorities in the Social Services Workforce
Study (2002) reported difficulties recruiting field social workers to work with children
and families. However, over half of the workiorce is aged over forty, and fewer
younger people are being attracted to work in the public sector, resulting in UK SSDs
recruiting abroad, with disastrous consequences for the welfare systems in the
countries affected. Salary levels and the status afforded to social work by society are
two factors reported to influence the recruitment of social workers (Gibelman, 2003).
In this respect, it would appear that compared to the effort that staff in social services
report they are puffing in, this is not being rewarded by the appropriate pay and
benefits (including public recognition). Despite the obvious consequences ol 'lñg'h
turnover and difficulties recruiting staff, less obvious effects could include:
absenteeism; unpleasant emotional states; higher risks of psychosomatic health
complaints; job dissatisfaction; and physical health symptoms.
Stress management interventions fall broadly into three categories, primary,
secondary and tertiary, which fall into two main approaches, organisation-oriented
and individual-oriented. Recent recommendations urge employers to try to eliminate
the root causes of work-related stress, i.e. organisation-oriented approaches, with
individual-oriented approaches seen as augmenting organisational approaches.
Individual-level approaches are criticised because they focus on the outcomes of
stress, rather than the causes, however, despite this, individual level approaches are
the most common. However, there is a lack of well-designed and evaluated
organisational approaches to manage stress, leading to equivocal results.
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Consequently it is recommended that stress management should be carried out in a
systematic way, by identifying stress problems, looking for evidence about cause and
effect, making informed decisions about interventions and rigorous evaluation.
Similarly, there is a lack of process evaluations of occupational stress interventions,
with is of critical importance, as even positive results can fail to make clear what role
the processes played in bring about the outcome. This dearth of substantive evidence
means that there is just as liftle evidence in the UK on the costs and benefits of
preventing stress in the workplace.
PAR is one approach to creating change in the workplace designed to bridge the gap
between theory, research and practice. This process involves: the stakeholders
identifying the aspects of the system they want to change; analysing the causes of
these dysfunctions; creating and implementing action plans; evaluating these
interventions; identifying lessons learned from their experiences, and consolidating
their learning into knowledge that benefits others, or into revised actions. Research
has indicated that interventions that are designed with the involvement of staff are
likely to be the most effective in the long-term, and in this respect, focus groups are a
way of involving staff in this process. Using this process, the results from many
recent studies, indicate that PAR can significantly improve people's mental health,
sickness absence rates, and performance.
This research aims to address some the gaps highlighted above and add to the growing
body of literature on stress management by developing an understanding of what
stressors impact on social service staff in order to work out an effective
interventionlrange of interventions in a participatory way, using focus groups, from a
grounded research baseline. This course of action can be subjected to process
evaluation and can subsequently be followed up with an evaluation study to assess the
effectiveness of the interventions applied.
In this respect, the key research questions are:
'What stressors impact on social services staff?
• By what means can these stressors be reduced or eliminated?
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. What services would staff like to be provided by their occupational health
service?
. How successful will the future interventions (to be developed with the
participants) be in reducing or eliminating stress?
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CHAPTER THREE - THE RESEARCH FRAMEWORK
3.0 Research Framework
The aims of this research were:
To assess the stressors impacting on social service staff
• To identify how these stressors can be reduced or eliminated
• To ascertain what services staff would like to be provided by their
occupational health service
• To determine how successful the future interventions (to be developed with
the participants) would be in reducing or eliminating stress.
Rather than include a complete methodology chapter for the entire piece of work at
this stage, the thesis has been designed to consider each phase of the research process
separately and therefore the relevant methodology will be discussed under the
appropriate sections (see Figure 2 below). However, an overview of the main features
of the research framework will be undertaken to discuss: the type of study conducted;
triangulation; and measurement issues.
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3.1	 Methods overview
3.1.1	 Type of study
This study fits the transactional model of stress (see Cox et al., 2000), as it sought to
measure the more structural features of peoples' interaction with their work
environment (e.g. job demands and organisational constraints), whilst at the same
endeavouring to measure levels of job satisfaction and well-being to reflect
psychological states. This study was also analytical, and used both the
positivist/empiricist paradigm, which underlie quantitative methods and the
constructivistlphenomenological paradigm, which underlie qualitative methods
(Tashakkori & Teddlie, 1998). Mixed methods can enhance the ability to make
stronger inferences or conclusions from the data (Francisco et al., 2001). Within the
positivist paradigm, experimental research is designed to predict outcomes and reveal
causal relationships (DePoy & Gitlin, 1994). In this respect, the two most common
ways of generating data are through controlled experiments and surveys (Dometrius,
1992). The controlled experiment relies on the researcher's ability to control the
conditions of the experiment and manip1ate the stitniiIi.is received (i13id. Hcwevet,
Griffiths (1999) states that it is:
"unrealistic to expect the natural science paradigm to explain highly
complex, constantly changing systems such as organizations and to predict
the specfIc effects on individual behaviour and health" (p.593).
When the stimulus cannot be manipulated, as in this piece of research, surveys are
used as a source of information to examine existing aftitudes or characteristics (ibid).
"Surveys can be used to study causal processes, to develop and test explanations for
particular associations or social patterns" (Hakim, 1987, p.4'7). Because this study
seeks to investigate the 'relationship' between characteristics of working life within
social services and levels of job satisfaction, control, constraints and mental well-
being it therefore fits into the positivist paradigm. Additionally, "well designed and
implemented surveys can provide both baseline data and a profile of the existing work
environment" (Lansbergis & Cahill, 1994, p.123).
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However, there are limits to the natural science paradigm within organisational
research, and in this respect, qualitative methods may be useful to "generate and
explore hypotheses about the micro-mediating processes involved in interventions"
(Griffiths, 1999, p.593). Within the constructivist paradigm, description is used to
"recite the characteristics of a person, object or event" (Dey, 1993, p.31). In this
respect, this study also aftempts to explore the multiple interacting factors that
contribute to stress amongst social service staff and explore what could be done to
lessen some of the difficulties staff are facing, and therefore simultaneously falls
within the constructivist paradigm (DePoy & Gitlin, 1994). Griffiths (1999) asserts
that qualitative approaches may provide a useful addition to quantitative approaches
for the following reasons: they are useful to examine the richness and significance of
people's (context-dependent experience); they are helpful in the generation of new
theories; and they are useful in the early stages or problem analysis and project
design. However, Griffiths (1999) highlights the reluctance in academia to use
qualitative methods in organisational interventions.
These two paradigms have often been thought of as conflicting in important
conceptual issues, such as the 'nature of reality', however, many theorists (e.g.
Tashakkori & Teddlie, 1998; Howe, 1988) have adopted a paradigm, known as
'pragmatism', which allows for the use of mixed methods in social and behavioural
research. This method rejects the forced choice between constructivism and
positivism in respect of logic, methods, and epistemology, embracing both points of
view (Tasakkori & Teddlie, 1998).
"These are studies that are products of the prag?natist paradigm and that
combine the qualitative and quantitative approaches within different phases
of the research process" (Tasakkori & Teddlie, 1998, p.19).
Instead of searching for metaphysical truths, pragmatists consider 'what works' to be
the truth. This method is considered to 'work' within this piece of research, as
statistical infonnation gained from the questionnaire can illustrate the scope of the
phenomenon, and provide baseline information. Whilst more in-depth qualitative
information, gained from the interviews (Figure 2, Box A) and focus groups
(conducted in Phase 2) can unearth problems, identify indicators and formulate further
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research questions (Dey, 1993). This follows recent recommendations by Cox et al
(2002b), which assert that questionnaire data can be supported by a large group,
whereas more qualitative methods (e.g. interviews) yield more useful information for
smaller groups.
3.1.2	 Triangulation
Triangulation involves the combination of methodologies to study the same
phenomena (Cox et al., 2000; Tasakkori & Teddlie, 1998; Ivancevich & Mafteson,
1988; Hammersley & Aitkinson, 1983; Denzin, 1970). The idea is to use more than
one method in the validation process to ensure that the variance reflected is that of the
phenomenon and not of the method (Ivancevich & Matteson, 1988). However,
Denzin (1970) warns that 'consentuality' in the findings will never be complete,
because each different method will reveal different aspects of the reality being
studied. "Methods are like the kaleidoscope, depending on how they are approached,
held, and acted toward d(/ferent observations will be revealed" (Denzin, i 970,
p.298). Moreover, observations made at different points in time will be different from
any other set of observations, as will different researchers' interpretations of
observations (Denzin, 1970). Denzin (1970) puts forward four basic types of
triangulation, which are data, investigator, theory and methodological. Data refers to
data collected over time, space or about individuals, collective groups of people (e.g.
organisations), or interactive groups of people (e.g. families); investigator refers to
single vs. multiple observers of the same object; theory refers to multiple vs. single
perspectives in relation to the same objects; and methodological refers to whether
there is within-method or between-method triangulation. Therefore, data can by
triangulated by methodology, or by data sources (Denzin, 1970).
A basic feature of methodological triangulation is that two or more different research
strategies will be used in the study of the same issue, with researchers choosing
methods for their theoretical relevance (Denzin, 1970).
"More generally, data-source triangulation involves the comparison of data
relating to the same phenomenon but deriving from different phases of the
fieldwork, different points in the temporal cycles occurring in the setting, or
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as in respondent validation, the accounts of different participants (including
the ethnographer) involved in the setting" (Hammersley & Aitkinson, 1983,
p.198).
Similarly, Hugentobler et al (1992) claim that multiple sources of data can strengthen
the process of programme planning, needs assessment, intervention and evaluation
and that the combined use of qualitative and quantitative data can increase confidence
in research findings.
"The robustness of triangulation rests on the premise that the weaknesses in
a single method will be compensated by the counter-balancing strengths of
another" (Ivancevich & Matteson, 1988, p.202).
3.1.3 Measurement issues
Denzin (1970) highlights the "inherent djfjlculties of generating valid sociological
data" (p.313), which arise because of the ever-changing nature of the empirical
world, together with the unique bias that arises from theories, methods and
observations, which can largely be overcome by employing multiple strategies of
triangulation as outlined above. Dewe et (2(3(3<3) agree, stc tha( &ce
researchers may wish to consider a more balanced approach and look for measures of
process in qualitative as well as quantitative terms. Ivancevich and Matteson (1988)
therefore urge researchers to study organisationally relevant problems, whatever
measurement procedures are used.
Considering measurement procedures, in occupational stress research, individual level
studies are pervasive, because the impact of stressors is generally believed to be the
greatest at the individual level (Bliese & Jex, 2002). However, "the main limitation
with individual-level analyses is that they fail to explicitly consider the role of higher-
level context on individual-level processes" (Bliese & Jex, 2002, p.266), thereby
discounting the effect of social systems which are likely to impact on all aspects of
the stress process from perceptions of stressors to reactions to stressors. In this
respect Bliese and Jex (2002) caution against collecting data from individuals nested
within groups, without taking group membership into account in the analysis, because
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of the high variability shown by individuals in perceptions and reactions to potential
work stressors. Similarly, Sutherland and Cooper (2000) recommend that a
successful stress management package should operate from more than one level.
Group level analysis is characterised by all variables being modelled at the group
level, for example using individual-level variables that have been combined using
group means or other summary statistics, which allow detection of relationships that
could be obscured by individual-level analyses (Bleise & Jex, 2002). In occupational
health research
"analyses based on group means may detect relationships that have both
statistical and practical sign fIcance because the aggregation process
creates group-level variables that are sensitive to small, systematic effects
that might otherwise go undetected" (Bleise & 3ex, 2002, p269).
However, generally group-level results cannot be used to make individual inferences,
although resources could logically be targeted at groups at risk based on group level
analyses, without being able to use this information to predict which individuals in the
groups would benefit from the targeted resources (Bleise & Jex, 2002).
Stress as a concept is difficult to measure because "its dimensions, or exposures, do
not form a distinct, defining set and cannot be measured with reasonable consensus
among investigators" (Amick & Kasl, 2000, p.284). Furthermore, difficulties arise,
because the term 'stress' has been used in several fundamentally different ways, as
outlined above, although the available evidence indicates that stress is a psychological
state which is both part of and reflects a wider process of interaction between the
person and their environment (Cox et al., 2000b). This 'relationship' between the
person and their environment will not be static, but continually changing. In this
respect, "[tJhe study of stress has traditionally presented methodological and
conceptual challenges to scientists and professionals in every discipline" (Ivancevich
& Matteson, 1988, p.200).
There are a number of factors which play a significant role in determining what is
stressful for one person and not for another, which include: life experiences; genetic
inheritance; conditioning; health status; and personality types, affecting how people
93
react to stressful situations (Raymond, 2000). Therefore, a single method, such as a
questionnaire, however 'client centered' can never tap the whole of a respondent's
'world view' or experience, because they are based on a set of 'a priori' categories
(Shipley & Orlans, 1988). In addition, although the reliability of self-report measures
can be established in terms of overall structure, or performance over time, their
validity cannot (Cox et a!., 2000b). In this respect, 'triangulation methods' as
discussed above assert that more than one method should be used to study the same
phenomenon (Cox et al., 2000b; Ivancevich & Matteson, 1988). This 'multi-level'
mode of measurement has been adopted within this piece of research, to add to the
reliability and validity to the methodology.
94
PHASE 2
Stage 1
Focus groups (n
CHAPTER FOUR
PHASE1 ..............
Stage 1	 (A)	 Stage 2	 (B)
Collecting background	 In-depth interviews with staff
information, by:	 from children's division, adult
• Discussions with key	 older division, directorate &
informants, e.g. union rep., &
	 * support services & adult
personnel officer	 people with special needs:
• Data on scale & nature of 	
• Salaried staff (n = 4)
sickness absence
Weekly paid staff (n = 4)
• And setting up steering group
Stage 3	 (C)
The development of a
	 :
questionnaire, sent to:
	 :
• SSD1(n=2,271)—	 :
response 34% (n = 774)
• SSD2(n= 1,500)—	 :
response 30% (n = 460)
(informed by the questionnaire findings)
______	 (D)	 Stage 2	 (E)
4) in	 Development of 'points for
Children's Division:	 action' (n = 4)
• Children's Residential 	 • Children's Residential
• Social Workers	 • Social Workers
• Administration Staff	 • Administration Staff
• Family Centre Staff 	 • Family Centre Staff
PHASE 3— Evaluation of the process (F)
Comprising, the evaluation of:
• Phase 1	 ...............
• Phase 2
Figure 2a: The Research Framework (Phase 1)
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4.0	 Phase One - Stage One (Figure 2— Box A)
Phase one of the investigation was carried out in three parts (Figure 2). Following the
conceptual model into 'intervention research in occupational safety and health'
developed by Goldenhar et al., (1998) and adopted by, for example, Cox et al (2000a)
and Cox et al (2000b), the first stage involved gathering background information to
clarify the scope of the project. In order to do this informal discussions were held
with key informants, e.g. the Union Representative and Personnel Manager and
baseline data on absenteeism, together with pre-existing data within the organisation
relevant to occupational health needs were collected. This data consisted of: absence
data over a twelve month period; sickness data and analysis, which highlighted the
major causes of sickness absence by month, grade and division; SSD1 's Code of
Practice for Managing Absence, setting out the Council's policies and procedures in
relation to sickness absence; and an internal report on 'Improving Levels of Sickness
Absences in Social Services - A Feasibility Study (2000).
4.1	 The Steering Group
Following Cox et a! (2002; see also Dugdill, 1996; Cahill et a!., 1995), because of the
size and nature of the project in both social service departments a steering group or
working group was established at the outset to oversee and facilitate the project. Cox
et al (2002) assert that it is important for the steering group to have both authority and
credibility and be kept to no more than seven or eight people. In this respect the
steering group met these criteria. It is important for three groups to be represented:
. Senior and line management
Occupational health, or health and safety management
• Trades unions, staff associations or employee representatives (Cox et al.,
2002)
Again, these criteria were met.
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Dugdill (1996) further asserts that the group should have:
. A broad understand of the issues that surround health and work, and not just in
terms of health and safety
. An overview of the organisation
Be in a position to adopt the process and results from the health needs
assessment to future projects
4.2	 Phase One - Stage Two (Figure 2 - Box B)
In-depth interviews were carried out on a pilot sample of staff from SSD1 (n = 8) to
inform the questionnaire by investigating any issues which employees felt affected
either their working lives, or their health. These staff were all female, and consisted
of weekly-paid (n = 4) and salaried staff (n = 4) from each of the four divisions. The
respondents were identified by SSD1 and contacted by letter to inform them of the
nature and purpose of the interviews. Although agreement to the interview was on a
voluntary basis, the issue of consent was reiterated at the outset of the interview an
the participants were given the following note to read:
'Thank you for agreeing to take part in this discussion. Please feel free to
stop at any time, and for any reason, f you do not want to continue with
this talk.
The purpose of this discussion is to talk about your job and how it may
affect your health, either positively or negatively. This information will be
used to develop a 'health needs assessment questionnaire', which will be
distributed at a later date.
Any information given will be strictly confidential, and no details will be
reported which could ident or link any of the people who take part'
Open-ended questions were used to enable respondents to formulate their own
answers (de Vaus, 1996) and the interviews were tape-recorded to allow content
97
analysis at a later date in order to draw out key themes (Gomm et al., 2000). The
interviews typically lasted between 45 minutes and 1 hour and focused on asking
open questions on the ten stressful characteristics of work previously identified (Table
1, p.18).
"The essence of qualitative data analysis of any type is the development of categories
or themes that summarise a mass of narrative data" (Tashakkori & Teddlie, 1998,
p119; see also Gomm et al., 2000). In this respect following a system devised by
Glaser and Straus (1967, cited in Tashakkori & Teddlie, 1998) using inductive logic
the data was grouped into themes, which have emerged from the data, rather than
being determined a priori. This type of analysis, known as thematic content analysis,
seeks to find a limited set of ideas which are relevant to the research topic and
constitute a common framework in terms of which the data originating from different
respondents can be described (Gomm et al., 2000). This data was used to inform the
questionnaire development, which is a method commonly used by researchers, for
example, loosely structured interviews informed the developnxert of the Realth arid
Lifestyle Questionnaire used by Cox et al in 1987 (Gomm et al., 2000).
4.3	 Phase One - Stage Three (Figure 2 - Box C)
4.3.1	 Participants and Sample Size
The target survey population was the entire staff of two UK social service
departments (SSD1: n 2,271, SSD2: n = 1,500). This population comprised 80%
female staff and 20% male staff. Two main staffing groups worked in these
departments, salaried staff (higher grades) and weekly paid staff (hourly rate of pay).
The SSDs comprise four main Divisions, all of which included both salaried and
weekly paid staff: Children's Division; Adult Services Division; Directorate &
Support Services Division and Adult People with Special Needs Division. The
population was split into the above sub-groups because research has shown (see for
example Bliese & Jex, 2002; Mullarkey et aL, 1999; McLean, 1999; Bacharach &
Bamberger, 1992) that different grades and occupations experience different pressures
within the workplace. Bliese and Jex (2002) highlight how organisational behaviour
is increasingly being viewed from a 'levels perspective', which looks at how the
98
various levels or hierarchies within an organisation can influence both individual and
organisational behaviour, including occupational stress.
4.3.2	 Cross-sectional surveys
The advantage of using a survey design was that it was possible to target all of the
staff within both social service departments with a fairly low expenditure and
numerous variables could be measured using a single instrument (DePoy & Gitlin,
1994). Further advantages include the fact that the survey could be repeated with the
entire department, or with sub-groups, after any interventions were put in place to
reduce stress, and in this respect could be used as an 'evaluation tool'. Similarly, this
survey could be repeated in different social service departments as a comparative
study. Survey designs are also useful because the methods and procedures used can
be made accessible and visible to other parties in order that the implementation and
overall research design can be assessed. However, Parkes and Sparkes (1998) claim
that for adequate representation of the employee group involved in a study it is
important to aim for a response rate of 60% or more, as lower response rates
inevitably cast doubts on the representativeness of the findings. In this respect,
Parkes and Sparkes (1998) recommend that the extent to which the sample is
representative of the wider employee group should be reported. Kish (19791
describes how measurements can be made in the "natural settings' of actual
populations" (p.70). However, a major weakness of surveys is the "lack of control
necessary to distinguish covariation from cause and effect" (Daly et al., 1992, p.8).
A further problem is that the processes of quantification and categorisation impose the
researcher's assumptions and concepts onto the field of study. However, despite the
fact that this method lacks the control of the experimental approach, the broad range
of questions and contexts to which it can reliably be applied mades it the most
practical and suitable approach for this field-based study.
The measurement of stress must primarily be based on self-report measures, which
focus on the appraisal process and on the emotional experience of stress (Cox et al.,
2000b). Therefore, the third stage of the investigation involved the design of a
questionnaire as a research instrument after completion of the pilot interviews and
discussions with key informants (for a copy of the questionnaire see Appendix 2).
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This follows an 'interventionist perspective', as put forward by Shipley and Orlans
(1988), which argues that stress should be self-defined by the client. The
questionnaire was designed to be easy to read, pleasant to the eye, and with a
sequence of questions which was easy to follow (Kumar, 1996). The questionnaire
was also designed to be unambiguous, because, as it was mailed, there was no one
available to explain the meaning of the questions to the respondents, although a
contact telephone number and e-mail address was included in the letter attached to the
questionnaire in case anyone wanted further information (see Appendix 3).
The questionnaire, called the Healthy Work Questionnaire (HWQ) formed the basis of
a 'needs assessment' (Cox et al., 2000a; Dugdill, 1996). Predominantly 'close-ended'
questions were used, in order to produce answers that could be easily compared
(Dometrius, 1992). Data produced are expressed quantitatively for the purposes of
categorisation and comparison (Daly et al., 1992). However, several open-ended
questions were included to give people the opportunity to express more in-depth
views on the subject. This addresses one of the disadvantages of siz
questionnaires, namely spontaneous responses not being allowed for (Kumar, 1996).
An advantage of these open-ended questions is that they yieded qualitative àata, to
assist in describing and classifying phenomena and see how concepts interconnect
(Dey, 1993).
The open-ended questions included in the questionnaire were as follows:
•	 Please list what could be done to improve working conditions in your current
job
.	 Which of the above do you consider to be the most important?
•	 What is the most difficult aspect of your job?
•	 What do you think could be done to make that difficulty less of a burden?
•	 What is the best part(s) about your job?
•	 If attempts were made to develop an occupational health service, which you
could use, what would you like to see included in such a service?
•	 Any other comments?
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'Response bias' is considered the most serious problem with mail surveys
(Shaughnessy & Zechmeister, 1990). This is one drawback of this type of survey
because respondents with literacy problems, or those of poor educational backgrounds
may be intimidated by the questionnaire and subsequently decide to exclude
themselves. A further potential problem is that staff can either be too busy or not
interested enough to respond, which results in a biased sample (Shaughnessy &
Zechmeister, 1990). In order to minimise this limitation the questionnaires were
attached to individual staff member's payslips, rather than being included in the
internal mail system. If staff were absent from work or failed to pick up their payslips
after two weeks, then they were mailed to their home addresses.
There are a large number of inlivithial self-report stales kle. to sstsz . 'ide
range of specific job stressors (Hurrell et al., 1998). Subsequently questions were
formulated by linking the themes generated by the pilot interviews and discussions
with key informants to a number of these scales. These included the:
•	 Job Content Questionnaire (JCQ) (Karasek, 1979)
•	 Organisational Constraints Scale (Spector & Jex, 1997)
•	 Job Satisfaction Measure (Warr, Cook, & Wall, 1979)
•	 General Health Questionnaire-12 (GQ-12) (Go'dberg, '19?2)
Those themes, raised through the interviews, and which were not addressed by the
above measures, were listed separately (see Question 17 of the questionnaire in
Appendix 2) and a five-point Likert scale, ranging from 'never' to 'rarely',
'sometimes', 'quite often' and 'very often', was used. This was to allow subjects to
place themselves on an attitude continuum for each statement (Oppenheim, 1992) to
enable data analysis to ascertain whether these issues were only relevant to the pilot
group interviewed, or whether, and to what extent, they affected the entire social
services department.
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4.3.3 Questionnaire Measures - Overview
Andrews and McKennell (1979) highlight how research on attitudes infers that they
include at least two fundamental components, i.e. cognition and affect. Cognition
refers to the rational aspect of a person's response, whilst affect refers to the emotion
components (Andrews & McKennell, 1979). Subsequently measures of subjective
attitudes, e.g. well-being, can be expected to reflect combinations of both cognitive
and affective elements.
4.3.3.1 The Job-Demand-Control Model (JDC)
The JDC, also known as the job strain model is one of the most influential models in
research on work and health (Van der Doef & Maes, 1999; Kompier, 1996) and the
JCQ (Job Content Questionnaire, based on the JDC model) is currently thought to be
the most widely used job-stress assessment instrument (Hurrell et al., 1998). The
model (see Figure 3 below) uses a number of scales to identify crucial aspects in the
work situation: job demands; job control (Van de Doef & Maes, 1999); and social
support (Kristensen, 1995). These scales can be used for
"microlevel, job characteristic analytic purposes, such as assessing the
relative risks of individuals' exposure to dfferent work settings to predict
job-related illness development" (Karasek et al., 1998, p.323).
Job demands refer to work load, and are operationalised mainly in terms of role
conflict and time pressure (Karasek, 1985 cited in Van der Deof & Maes, 1999). Job
control, sometimes known as decision latitude refers to the person's ability to control
his or her work activities (Van der Doef& Maes, 1999). Decision latitude is made up
of two components in the scale, skill discretion and decision authority (Van der Doef
& Maes, 1999).
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Figure 3: The Job-Demand-Control model (adapted from Karasek, 1979)
This model predicts that, following the strain diagonal, when psychological demands
are high and the workers decision latitude is low, that the most adverse reactions of
psychological strain will occur (Van der Does & Maes, 1999; Karasek et al., 1998).
However:
'following the 'learning' diagonal, a second hypothesis states that high
demands in combination with high control lead to increased learning,
motivation and development of skills" (Van der Doef& Maes, 1999, p89).
Control by the worker over his/her own job is measured by using the sub-scales 'skill
discretion' and 'decision authority' (Karasek et al., 1998). Jones and Fletcher (1996)
point out that these measures, which are highly correlated, are wider than the popular
meaning of control. However, high internal consistency, using Chronbach's Aiphas,
is only a valid indicator of reliability for unidimensional scales, rather than
distinguishing between different aspects of control (Jones & Fletcher, 1996).
According to the JDC control can buffer the potentially negative effects of high
demands on health and well-being (Van der Doef & Maes, 1999). However Spector
(2002) claims that although this model implies that control can improve the negative
effect of job stressors on health and well being, the supporting evidence is equivocal.
This could be a result of: the different methodologies used, which mainly rely on self-
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report questionnaires; the lack of understanding of the exact role of control and the
mechanism through which it operates; and the lack of intervention studies
investigating the effects of programmes designed to improve control (Spector, 2002).
The JCQ also measures 'social support', which is considered to be a crucial factor in
modelling sickness absence, with evidence (Unden, 1994 cited in Kivimaki et al.,
1997) indicating that:
"those employees who perceived social support at work as high reported
fewer sickness absences and psychosocial symptoms than those who
perceived support as unsatisfactory" (p.859).
However, Bourbonnais et al (1996) found that although social support at work was
significantly associated with psychological distress, it did not modify the association
between job strain and psychological distress. The JDC has been criticised for its
failure to take individual differences into account in susceptibility and coping
potential (Cox et al., 2000).
Van der Doef and Maes (1999) conclude, after reviewing 20 years of empirical
evidence on the JCQ, that:
"the strain hypothesis of the JDC model, which states that the most negative
psychological well-being is found in employees working in high demands -
low control jobs is supported in a considerable number of studies" (p. 107;
see also Bourbonnais et al., 1996).
In this respect, Bourbonnais et al (1996) found, consistent with other studies that the
association between job strain and psychological distress remained, even after
adjusting for age, employment status, gender, occupation, cynicism, social support at
work and non-work social support, hostility, domestic load and stressful life events
during the last 12 months. However, Platt et al (1999) concluded that whilst the
available evidence supports the JDC, it only does with people who have a high sense
of self-efficacy in their work. As a result, increasing control among people with
low(er) self-efficacy may exacerbate the stress of demanding jobs.
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Later empirical findings do not consistently support a moderating pattern of influence
for job control and stressful characteristics of work (Sauter, 1989 cited in Elavainio et
al., 2000; Karasek & Theorell, 1990). However, the importance of job control as a
factor protecting against health problems has repeatedly been demonstrated (Kivimaki
et a!., 1997; Landsbergis et a!., 1994).
"Working in a high-strain job appears to be associated with lower general
psychological well-being, lower job satisfaction, more burnout and more
job-related psychological distress" (Van der Does & Maes, 1999, p.1 07).
Their study suggests that males and females may be affected differently by high-strain
work, although this could be the result of gender differences in other characteristics,
such as work preferences, i.e. full or part time, or different values attached to work in
relation to other aspects of life (Van der Doef& Maes, 1999, p.lO'7).
Theoretically, the JCQ integrates the strengths of multiple disciplines. In this respect
the "JCQ is sociological in that it presumes existence of socially "objective"
environments that systematically affect individual well-being and behaviour"
(Karasek et al., 1998, p.326). It uses sociological questionnaire assessment methods
in order to collect valid data on social environments (Karasek et al., 1998), although
Amick and Kasi (2000) assert that the job strain model "pays insufficient attention to
the broader issues of social inequality" (p.302). At the same time the JCQ has a
psychological focus, in that it looks at the "behavioral basis for emotion-driven
psychological distress, psychosomatic illness development, and changes in microlevel
behaviour related to social situations" (Karasek et a!., 1998 p. 327). Thus it presumes
that psychological experiences are major determinants of health and well-being
(Karasek et a!., 1998).
In most studies where scale reliability is reported, coefficient alpha for job decision
latitude and job demands is above .70 (Schnall et al., 1994).
105
4.3.3.2 General Health Questionnaire - 12 (GHQ-12)
The GHQ-12 (Goldberg, 1972, cited in Payne & Morrison, 1999) was included in the
questionnaire to measure psychological distress or mental health. The GHQ-12 is a
well established mental health screening tool which measures 'strain' and is often
used as a psychiatric screening instrument being the most widely version of the GHQ
used in occupational settings measure job-stress (Spurgeon & Cooper, 2001;
Mullarkey et a!., 1999; 1-lurrell et a!., 1998). It covers feelings of depression, strain,
inability to cope, lack of confidence, anxiety-based insomnia, and other psychological
problems (Spurgeon & Cooper, 2001; Mullarkey et al., 1999). Age, gender or
education has no effect on the validity of GHQ-12 (Goldberg 1972, cited in Elovainio
et al., 2000). "Questionnaire scores have been shown to be signifIcantly correlated
with clinical assessments and other self-report measures of symptoms of anxiety and
depression (Hurrell et a!, 1998, p.376). Amongst the advantages of using this
method, one is the fact that the instrument was developed for a British population
(Hurrell et al., 1998). This scale can be measured either by the 'Likert method' or
'GHQ method' (Mullarkey et al., 1999). There is little difference with regard to
internal reliability between the two methods (Mullarkey et al., 1999). GHQ-12 using
the GHQ scoring method is used to identify whether or not an individual would be
classified as suffering from minor psychiatric disorder on the basis of psychiatric
assessment, the threshold for case classification being either greater than 3 or greater
than 4 (Mullarkey et al., 1999). Goldberg (1972) suggests that a score of 3 or more
indicates 'minor psychological distress', however, in recent studies of hospital
workers in the UK scores for ancillary workers were about 14%, and for women
managers as high as 43% (Borrill et al., 1996). The Likert method of scoring:
"uses more of the information in the response-scales and produces a less
skewed distribution than the GHQ method, which makes its use more
appropriate in studies employing parametric statistics (Mullarkey et a!.,
1999, p.36).
Gardner and Oswald (2001) state in respect of the GHQ-36, using the Likert scale
"medical opinion is that healthy individuals score around 10-13 on the test. Numbers
near 36 are rare and usually indicate depression in a formal clinical sense" (p5). For
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the purposes of this study, the results of the GHQ-12 will be analysed using both
scoring methods, to yield the greatest amount of information.
4.3.3.3 Job Satisfaction
This measure was developed by Wan, Cook and Wall (1979) and is described as a
"robust instrument which is easily completed by employees at all levels and which is
psychometrically sound" (Mullarkey et al., 1999, p.1 1). The job satisfaction
questionnaire is a 15-item instrument, which can be scored one of two ways. Firstly
as a single index of overall job satisfaction (all 15 items), or secondly, as separate
indices of intrinsic (7 items) and extrinsic job satisfaction (8 items) (Mullarkey et al.,
1999). Extrinsic job satisfaction covers external features to the work itself (e.g. the
way the firm is managed, pay), whereas intrinsic job satisfaction addresses people's
affective reactions to features integral to the work itself (e.g. autonomy, variety).
Overall job satisfaction was measured in a Local Authority sample (n=4,442), and
yielded a coefficient alpha of .88 and a mean of 4.35 (Mullarkey et al., 1999).
Intrinsic job satisfaction by Local Authority sample (n = 4,446) scored a coefficient
alpha of .85, and a mean of 4.40, and similarly extrinsic job satisfaction (n = 4,450)
scored a coefficient alpha of .73, and a mean of 4.31. Intrinsic and extrinsic job
satisfaction scores tend to be positively intercorrelated (Wan, 1 987a).
4.3.3.4 Organisational Constraints Scale
The Organisational Constraints Scale (OCS) is a 'stressor scale' based on the work of
Peters and O'Connor (1980), who listed 11 areas of constraints, e.g. incomplete
information, or conflicting job demands (Spector & Jex, 1998). It is designed to
identify situations or things that "prevent employees from translating ability and
effort into high levels of job performance" (Spector & Jex, 1998, p.357). Payne
(1999) asserts that an environment high on constraints is more likely to cause
psychological distress. Each area is assessed with a single item, ranging from 1 (less
than once per month) to 5 (several times a day) and high scores represent high levels
of constraints (Spector & Jex, 1998). As the OCS is a causal indicator scale, internal
consistency is not relevant, however, the coefficient alpha reported by Spector and Jex
(1998) is .85, with a possible range or 11-55 and a mean of 21.3 (n1,746).
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4.3.3.5 Absenteeism
In this study absenteeism records were obtained from both SSDs and absenteeism was
also measured using two self-report questions, have you been away from work
because of your own sickness or injury in the last six months? and were any of your
absences in the last six months caused either by injuries sustained at work or by you
being affected by your working conditions (if yes, details were sought)? Potential
limitations associated with both sources of absenteeism data are discussed in detail
below.
Those themes which were not addresses by ny of tht bo'e	 s'e kt 'ee.
through interviews/discussions, e.g. is appropriate cover provided when staff are sick,
were listed separately and a five-point Likert scale, ranging from 'never' to 'rarely',
'sometimes', 'quite often' and 'very often', (Coffey, 2001; Coffey, 2002). This was
to ascertain whether these issues were only relevant to the pilot group interviewed, or
whether, and to what extent, they affected both social service departments.
4.4	 Evaluation of self-report job stressor measures
A common problem with many of the measures is that they tend to focus on only one
dimension of the stressor being assessed (from a range that includes: work-related
environmental conditions; worker's psychological and physiological reactions to such
exposures; and the negative health states thought to result from exposure to job
stressors) (Hurrell et al., 1998). In this respect, and to counteract this particular
problem, several scales were chosen. A further problem can be that scales can be
quite remote from a worker and their job environment (Hurrell et al., 1998). Again, to
address this limitation, 29 questions were included in this research instrument, which
had been identified by the pilot in-depth interviews (see Question 17 of the
questionnaire).
Self-report bias is a potential problem when assessing job strain using questionnaires
completed by the study participants (Schnall et a!., 1994). Similarly, the reliance on
self-report data on both stressors and outcomes makes definitive conclusions difficult
(Spector et al., 1988). There are a number of issues concerning self-report data.
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Karasek et al (1998) and Spector et al (1988) question whether self-reported data
corresponds to 'objective reality'. In this respect, "self-reports may be inaccurate
descriptions of job characteristics, or may be biased by personality traits such as
negative affectivity" (Schnall et al., 1994, p.397). Similarly Spector et al (1988)
query whether employee perceptions of their job conditions are representative and
what other variables cause them. In this respect, Jex and Beehr (1991) claim that "80
or 90% of the variance in self-report measures is not due to the objective
environment" (p350). Other factors reported to effect perceptions independent of the
work environment include cognitive processes; social cues; attitudes; transient mood
states and stable dispositions (Jex & Beehr, 1991). Jex and Beehr (1991) therefore
recommend when using self-reports that they either be used in conjunction with more
objective measures of the work environment, or without the assumption that they
represent the objective work environment.
Harrison and Shaffer (1994) highlight the disadvantages of relying on archival records
of absenteeism as a single type of measure, warning that:
"[b]ecause archival records are generated and kept for an organization 's
purposes rather than for a researcher 's, both reliability and construct
validity are weakened, especially when absences are categorized by type,
that is, according to some imputed motive for missing work" (p.24O).
Van Poppel et al (2002) found that the sensitivity of questionnaires for detecting
episodes of sick leave was very low, with little agreement on the duration of the
episode between the data in company records and the questionnaire data. Similarly,
Johns (1994) having reviewed forty-three studies presenting self-reported absence
data in terms of their psychometric properties of reliability, validity and accuracy,
found that: very little attention has been paid to the reliability of self-reports of
absence data; the correlation of self-report absence data with records-based measures
was shown in 11 of the studies, with validity coefficients ranging from .30 to .92; and
there was a tendency for underreporting absence. Possible explanations for
underreporting include: the demands that self-reports make on the absentee's
memory, especially in terms of the causes of such illnesses; the negative connotations
attached to absence behaviour; and common method variance, although most studies
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use formats that are typically different from the formats used to measure attitudes or
opinions elsewhere in the questionnaires (Johns, 1994). Johns (1994) concluded that
more research is needed in the case of self-reported absenteeism, especially in terms
of reliability, validity and accuracy. Additionally, more attention should be spent
trying to find out more about the conditions under which people are more or less
honest in their self-reported absence (Johns, 1994).
Looking at correlations between self-reported stressors and self-reported strains,
common method variance, i.e. correlations reflecting sources of bias common to a
method of instrumentation, rather than true relations between constructs, can also be a
source of bias (Jex & Beehr, 1991). However, following a review of the literature,
Jex & Beehr (1991) conclude that common method variance "is clearly not pervasive
enough to use as a basis to dismiss all correlations between self-report measures"
(p.352). Nevertheless, they recommend only using scales that are psychometrically
sound and that further research on the measurement of work stress variables is needed
(Jex & Beehr, 1991).
Negative affectivity (NA) is a personality variable, or trait, which has been given
much attention by work stress researchers as a potential biasing influence in self-
report measures ofjob stressors and job strains (Cooper, 2000; Cox et al., 2000; Jex &
Beehr, 1991). Individuals with high NA tend to concentrate on the negative aspects
of everything, experiencing distress in a number of situations, therefore NA could
potentially affect not only a worker's perception of their work environment, but also
their appraisal of their own health and well-being, thus becoming a confounding
variable (Cox et al., 2000). Authors (see for example Cooper, 2000; Judge et al.,
2000; Payne, 2000; Spector et al., 2000) highlight the complex role of NA in the job
stress process although the research literature is divided as to what extent NA distorts
the assessment of the stress-strain relationship (Cox et al., 2000). Some researchers
use partialling to control for the possible biasing effects of NA, although Spector et al
(2000) "consider the use ofpartialling in this way to be a mistake, because it is not in
any way clear that NA has only a biasing effect" (p.81). Smith (2000b) found that
"[t]he results from the cohort study suggested that the effects of stress could not be
solely attributed to the personality trait of negative affectivity" (p.215). The
controversy appears to be over whether high NA people lie about their perceptions,
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reporting a stressful job when actually it is not, or that low NA individuals lie, not
wanting to admit to negative perceptions? (Spector et al., 2000). The issue is
complex and largely outside the scope of this thesis, however it draws attention to the
weakness of relying entirely on self-assessments to measure stress (Cox et al., 2000).
In this respect, in order to help to overcome the problem of NA, 'triangulation' (as
discussed above) has been used within this study, as "[t]he triangulation of evidence
overcomes the potential problems of NA to some extent" (Cox et al., 2000, p.58).
Despite criticisms of self-report analysis scales, they continue to be used by job stress
researchers, for the following reasons. Firstly these measures make data collection
relatively easy and secondly "self-reports represent incumbent perceptions, and
perceptions represent an important mediating process in the occupational stress
process (Spector & Jex, 1998, p.359). In addition, psychological job strains involve
attitudes and emotions, therefore the only way of measuring them, is to ask
individuals how they feel (Spector & Jex, 1998). Furthermore, the use of
questionnaires to establish employee attitudes to health promotion and occupational
health care has been reported (Ritchie & McEwen, 1994). This practice of obtaining
employees views is an accepted component in health needs assessment.
Consequently, "[w]hen planning occupational health services, it is appropriate to
determine employee health concerns, their priorities for occupotioal health care cmd
the level of interest in a number of health promotional activities" (Ritchie &
McEwen, p.81). The usefulness of self-report measures in reflecting perceptions can
be enhanced by pairing them with objective indicators such as sick days or health care
claims (Hurrell et al., 1998; Spector & Jex, 1998), as is this case with this study.
"The investigation of job-related stress involves studying the relationship
between stressful aspects of jobs (normally termed stressors) and the
reputed results of stressor exposure (normally termed strains) (Spector &
Jex, 1998, p.356).
In this respect, the GHQ-12 measures 'strain' (Mullarkey et al., 1999). Similarly the
JCQ focuses on 'job strain', hypothesising that the combination of high job demands
and low decision latitude will lead to negative physical health outcomes (Schnall et
al., 1994), whilst the OCS measures 'stressors' (Spector & Jex, 1998). "The choice of
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a particular stressor assessment instrument is clearly dependent on the purpose of the
investigation and the theoretical orientation of the investigator" (Hurrell et a!., 1998,
p.373). In this respect a number of 'stressor assessment instruments' were used to
gain the widest possible insight into the nature of work within the different sections of
both SSDs. It was anticipated that, because of the diverse nature of work within the
Departments, ranging from domestics, to administrative staff or social workers, that a
variety of instruments would prove the most appropriate for this purpose.
4.5	 Questionnaire Results
Table 5: Survey respondents
Overall	 SSD1	 ssd2
	
33%	 34%	 30%Response rate	 (n = 1,234)	 (n = 774)	 (n = 460)
	
19%	 18%	 20%Male	 (n = 228)	 (n = 137)	 (n = 91)
	
81%	 82%	 80%Female	 (n = 1,000)	 (n = 633)	 (n = 367)
	
29%	 29%	 28%Aged 50+	 (n357)	 (n = 228)	 (n = 129)
	
61%	 57%	 69%Full time
	 (n = 749)	 (n = 433)	 (n = 316)
	
39%	 43%	 31%Part time	 (n = 475)	 (n = 332)	 (n = 143)
	
62%	 64%	 59%Salaried	 (n719)	 (n470)	 (n=249)
	
38%	 36%	 41%Weekly paid	 (n = 439)	 (n = 262)	 (n = 177)
Note: (Overall: 6 staff did not identify their gender; 76 staff did not identify whether
they were salaried or weekly paid; and 10 staff did not identified whether they worked
full or part time).
31% of the weekly paid staff who identified themselves (n = 135) worked full time,
whilst 69% (n = 300) worked part time. 81% of the part time weekly paid staff
worked either with in Adult Older Division, or with Adults with Special Needs, and
although it was not possible to determine exact roles from the questionnaire, it is
considered that a large percentage of this group were probably homecare workers,
because 48% (n = 224) of them worked in Adult Older Division, whose primary
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function was to provide home help for older people. Conversely, 79% of salaried
staff who identified themselves (n 564) worked full time, with only 21% (n = 153)
reporting that they worked part time.
Both qualitative and quantitative results from the surveys are reported below. With
respect to organisational constraints, job satisfaction, mental well-being,
psychological job demands, control and total social support, no statistically significant
main effects were found between title (salaried or weekly paid), study (SSD1 &
SSD2) or Division (Children's Division, Adult Older Division, Directorate & Support
Services, and Adult People with Special Needs Division) using 3-way ANOVA (p>
.05), therefore the following analyses were carried out on the whole sample. Also,
because of the small number of weekly paid staff in Directorate & Support Services
Division differences between job grades were carried out using Independent Samples
t-tests and differences between Divisions were tested using one-way ANOVA.
The open-questions in the questionnaire generated a vast amount of data on the
following topics: what is the most difficult part of your job; what could be done to
make this difficulty less of a burden; what is the best part of your job; what services
would you like to see provided by your occupational health unit; and any other
comments. However, due to the amount of data generated, it was only possible to
undertake a very brief discussion of the main themes that arose at this time (for a full
discussion see Coffey, 2002; Coffey, 2001).
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4.5.1	 Organisational constraints scale
Table 6: Mean Levels of Organisational Constraints (Spector & Jex, 1998) by
Division and Grade
ORGANISATIONAL CONSTRAINTS SCALE
	
WEEKLY PAID	 SALARIEDOVERALL
	__________	 STAFF	 STAFF
	
Mean	 MeanMean Score	 No.	 No.
_____________________ ______________ _________ Score 
_________ Score
Total Sample	 22.41	 336	 18.85	 637	 24.37(n = 1,019)	 _____________ ________ ________ ________ ________
Children's Division
	24.67	 31	 23.00	 194	 25.07(n = 240)	 ______________ _________ _________ _________ _________
Adult Older Division
	20.12	 197	 17.58	 106	 24.66(n313)	 ___________ _______ _______ _______ _______
Directorate &
Support Services	 22.81	 5	 15.40	 141	 23.38
(n 154)	 _____________ ________ ________ ________ ________
Adult People with
Special Needs	 22.83	 97	 20.39	 180	 24.17
(n=297)	 ___________ _______ _______ _______ _______
The overall level of reported organisational constraints was significantly higher for
salaried staff than weekly paid staff (t (961) = .862, p<O.00l). There was also a
significant effect of Division (F (3, 1138) = 7.390, p<O.001). Post-hoc Tukey tests
showed that reported levels of constraints were significantly higher in Children's
Division than Adult Older Division, who reported levels of constraints significantly
lower than all of the other Divisions (J)<0.05). Overall, Children's Division reported
the highest levels of constraints in both groups of staff, and Adult Older Division staff
reported the lowest mean level of constraints. In terms of the specific constraints
reported to be particularly problematical, interruptions by other people was reported
to affect 34.1% of staff several times per day, followed by conflicting job demands
(13.5%), lack of equipment or supplies (8.2%) and poor equipment or supplies
(7.6%). Additional open-ended questions were responded to as follows:
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4.5.2 What is the most difficult aspect ofyour job?
In response to this open question there were a substantial number of different replies,
which were grouped into themes. The largest number of responses by far indicated
that the most difficult aspect of social service staffs jobs was the lack of time and
rigid timescales in which to do the job properly.
"Time factor - trying to juggle pending workload with urgent tasks and
feeling guilty and stressed for not giving pending workload the attention it
needs" (SSD 1 - female, weekly-paid, part-time member of staff from
Adult Older Division)
"Impossible to do the job at a practical level and do the paperwork as
well. The fear that when things go wrong, the paperwork will not be done,
and I'll be hung out to dry (scapegoat)" (SSD 2 - 55 year old male,
salaried, full-time member of staff from Adult People with Special Needs
Division.
This was followed by the interface with service users - issues around their various
needs, especially in terms of challenging behaviour, abusive/demanding, clients,
dealing with life/death situations, taking people's liberty away etc.
"Coping with the demands of so many families with complex needs. I
worry about missing something wrong with the child (as in child
protection)" (SSD 2 - 57 year old female, salaried, full-time member of
staff from Children's Division).
"Abuse, violence, noise, behavioural problems, people wanting your
attention constantly, never being able to finish one job before there is
maybe an outburst etc." (SSD 1 - 48 year old female, weekly paid, part-
time member of Adult People with Special Needs Division.
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Staff reported further pressures because of a lack of staff to cover the workload:
"Clients not getting cover because I'm on holiday and coming back to
twice the work and the clients are uptight" (Study 1 - 36 year old female,
weekly paid, part-time member of Adult Older Division)
"Lack of trained staff permanent anxiety re. finding appropriate staff is a
major area of concern the work still has to be done and we have
responsibilities to fulfill, however the department doesn 't always
appreciate these dfJIculties" (Study 2 - 50 year old female, salaried, full-
time member of Children's Division).
4.5.3	 What could be done to make this dfjIculty less of a burden?
A substantial number of different responses were received to this question, of which
the largest number by far indicated that the way to ease their difficulties was to
employ more staff, especially trained, permanent, competent staff and to replace staff
who leave as quickly as possible:
"More staff/workload to be lessened so that things can be done in the time
allotted that are of importance to the service user 's needs" (SSD 1 - 28
year old female, weekly paid, part-time member of Adult People with
Special Needs Division)
"To have permanent staff so we could organise things better, as there
have been too many staff changes of late" (SSD 2 - 56 year old female,
weekly paid, part-time member of Adult Older Division).
This was followed by more support and understanding of working conditions and the
nature of the job - recognition and appreciation of hard work:
"Provide more support. Managers cannot support staff when they are
under immense pressure re. sickness absence/best value etc." (SSD 2 - 31
year old female, weekly paid, part-time member of Adult Older Division).
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"For management to realise what we have to deal with on a daily basis,
especially when things are going wrong and there is no support and you
are making decisions that you have not been trained for" (SSD 1 - 36
year old female, weekly paid, part-time member of Adult People with
Special Needs Division).
Staff also wanted more training, both internal and external, including management
training, especially before new procedures are implemented:
"I feel that I have too much responsibility and I am asked to undertake
tasks that I have had little or no training in, causing me to feel stressed"
(SSD 2 - 27 year old female, salaried, full-time member of Children's
Division).
"Staff to be pre-trained and not be left unaccompanied before
commencing work with different service users" (SSD 1 - 56 year old
male, weekly paid, part-time member of Adult People with Special Needs
Division).
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4.5.4	 Job satisfaction
Table 7: Job Satisfaction (Warr, Cook & Wall. 1979) by Division and Grade
JOB SATISFACTION SCORE
Client Group	 OVERALL	 INTRINSIC	 EXTRINSIC
TOTAL WIP	 S	 Total W/P	 S	 Total	 W/P	 S
n	 1,096 376 652 1,149 396 682 1,143 396 675
Total Sample	 4.19 4.08 4.24	 4.22 4.14 4.27	 4.16 4.07 4.20
Children's	 424 4.28 4.24	 4.33 4.42 4.33	 4.14 4.21 4.14Division
Adult Older	 4.10 4.13 4.04	 4.11	 4.15 4.05	 4.11	 4.14 4.04Division________ _____ _____ ______ _____ ______ _______ _____ _____
Directorate &
Support 4.32 4.62 4.28 4.34 4.51 4.33 4.31 4.72 4.25
Services________ ______ ______ _______ ______ ______ ________ ______ _____
Adult People
with Special	 4.17 3.89 4.33	 4.20 4.00 4.30	 4.17 3.85 4.33
Needs_____	 _____ ____
W/P = weekly paid staff, S = salaried staff
Previous research in Local Authorities (n=4,442), reported an overall mean Job
Satisfaction level of 4.35 (Mullarkey et al., 1999). Levels of job satisfaction were
therefore poorer in this study.
Using an Independent Samples t-test, salaried staff reported significantly higher levels
of overall job satisfaction than weekly paid staff (t (1,026) = 11.52, p<O.O5). One-
way ANOVAs revealed no significant differences between Divisions (Intrinsic JS, F
(3, 1127) = 2.37, p>O.O5, Extrinsic JS, F (3, 1123) = 1.52, p>O.O5, Overall JS, F (3,
1076) = 1.93, p>O.OS). The lowest levels of job satisfaction were reported in Adult
Older Division and Adult People with Special Needs Division. Using a Paired
Samples t-test, extrinsic job satisfaction was found to be significantly higher than
intrinsic job satisfaction (t, (1,097) = -22.54, p<O.Ol).
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4.5.5 What is the best part (s) ofyour job?
The vast majority of staff indicated that spending time with the service users and
developing relationships with them, and the sense of camaraderie of being in a team
with friendly work colleagues provided their greatest sources ofjob satisfaction.
"Working with people to make their lives better. I love my job and the
challenges that I face on a daily basis" (Female, full-time, SSD2, Children
& Families Division, Salaried)
"Camaraderie between colleagues... supportive colleagues" (Male, part-
time, SSD1, Adult Services Division, weekly paid)
4.5.6 GHQ-12
Table 8: Mean levels of mental well-being (Goldberg, 1972) by Division and
Grade
GHQ —12 SCORE (GHQ SCORING METHOD)
CLIENT GROUPS
	 Overall	 Weekly Paid	 Salaried Staff
	_______ _______	 Staff	 _______ _______
n	 mean	 n	 mean	 n	 mean
Total Sample	 1,159	 3.18	 405	 2.39	 689	 3.62
264	 3.90	 34	 3.68	 209	 3.92Children's Division
369	 2.54	 241	 2.18	 116	 3.10Adult Older Division
Directorate & Support	 170	 3.46	 10	 2.50	 151	 3.70
Services
Adult People with Special	 339	 3.20	 114	 2.40	 203	 3.59
Needs
Salaried staff reported significantly higher GHQ scores than weekly paid staff (t
(1089) = 24.71, p<O.001). A one-way ANOVA indicated a significant difference
between the Divisions (F (3, 1138) = 7.39, p<O.001). Post-hoc Tukey tests showed
there was a significant difference between Children's Division and Adult Older
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Division, and Adult Older Division and Directorate. Staff in Adult Older Division
had the lowest GHQ scores throughout the Department, whilst staff Children's
Division had the highest.
Figure 4: Mean levels of Mental Well-being by Division and Grade
Childrens Division	 Directorate/Support
Adult Older Division	 Adult People SINs
Divisions
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4.5.6.1 GHQ-12 'Cases'
Table 9: GHQ-12 'Cases' by Division and Grade
GHQ-12 'CASES' WITH SCORES OF 4 OR OVER
ADULT
ADULT DIRECTORATE PEOPLECHILDREN'S OLDER & SUPPORT	 WITHDIVISION
	
DIVISION	 SERVICES	 SPECIAL TOTAL
____ _____ ____ ____ _____ _____ NEEDS
WIP	 S WIP S
	
W/P	 S	 W/P S
_____ No.	 No. No. No.	 No.	 No.	 No. No. _____
Total	 14	 87	 63	 41	 2	 65	 37	 83	 392
No.	 34	 209	 241	 116	 10	 151	 114	 203	 1,078
%	 41% 42% 26% 35% 20% 43% 32% 41%	 36%
Table 9 indicates that overall, 36% of the respondents in this study would be
considered as 'cases', or suffering from mental distress, using the GHQ scoring
method. The highest proportion were found amongst salaried staff, with weekly paid
staff generally reporting lower levels of caseness, except for the 41% staff identified
as such in Children's Division.
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4.5.7 Absenteeism
Table 10: Absenteeism by Division and Grade
ABSENCES FROMABSENCE FROM WORK (IN THEWORK (IN THE	 PREVIOUS 6 MONTHS)
CLIENT GROUPS
	
PREVIOUS 6 MONTHS) DUE TO WORK-DUE TO ILLNESS RELATED INJURIES
	
TOTAL	 WIP	 S	 Total	 WIP	 S
	
% 49%	 43%	 52%	 17%	 17%	 17%
Total Sample
n	 1,220	 434	 711	 790	 275	 457
%	 54%	 54%	 52%	 17%	 10%	 17%Children's
Division
n	 263	 35	 207	 180	 29	 134
%	 42%	 42%	 41%	 15%	 16%	 15%Adult Older
Division
n	 389	 252	 123	 248	 162	 75
Directorate &
	
%	 52%	 27%	 53%	 18%	 25%	 19%
Support Services
n	 180	 11	 159	 113	 4	 102
Adult People with	 52%	 43%	 37%	 20%	 24%	 18%
Special Needs
n	 370	 130	 215	 235	 74	 141
W/P = weekly paid staff, S = salaried staff
Table 10 indicates that more salaried staff reported being absent from work in the
previous 6 months due to illness than weekly paid staff, (x = 8.21, p<O.Ol).
Children's Division reported the highest levels of sickness absence from work
amongst the Divisions. Absences from work-related injuries were much less
prevalent, with the highest levels reported by Adult People with Special Needs
Division. Stress-related absence accounted for the biggest cause of work-related
absenteeism, followed by infections caught at work and back problems. Overall, 50
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(4.3%) staff reported being off work due to stress-related illness, of whom 34 (4.9%)
were salaried and 16 (3.95%) were weekly paid.
4.5.8 Job Content Questionnaire
Table 11: Mean Levels of Decision Latitude, Psychological Job Demands and
Total Support (Job Content Questionnaire (JCQ) Karasek,, 1979) by Division
and Grade.
JOB CONTENT QUESTIONNAIRE
Decision
CLIENT GROUPS	 Psychological 	 Latitude	 Total SocialJob Demands
	
	 Support
'control'
W/P	 S	 WIP	 S	 W/P	 S
31.73	 36.17	 64.53	 70.34	 22.66	 23.66TotalSample (n1,234)	 _______ _______ _______ _______ _______ _______
Men
32.12	 35.45	 65.49	 71.64	 22.65	 23.73Overall(n = 207)	 _______ _______ _______ ________ _______ _______
35.67	 35.70	 70.00	 73.03	 24.00	 23.73Children's Division
31.50	 38.50	 63.00	 69.00	 22.77	 22.38Adult Older Division
Directorate & Support	 31.50	 33.48	 62.50	 71.42	 22.20 23.69
Services
Adult People with Special	 31.25	 34.62	 67.09	 72.09	 21.86	 24.78
Needs Division
Women
31.62	 36.39	 64.37	 69.96	 22.68	 23.64Overall(n = 872)	 _______ _______ _______ _______ _______ _______
33.85	 37.69	 65.50	 70.24	 22.93	 24.10Children's Division
31.13	 36.48	 63.93	 69.41	 22.76	 22.58Adult Older Division
Directorate & Support	 30.80	 35.81	 61.00	 69.82	 25.17	 23.84
Services
Adult People with Special 	 32.01	 35.50	 64.84	 70.19	 22.12	 23.52
Needs
123
There were no significant differences between male and female staff in respect of
psychological job demands (t, (1079) = .004, p>O.O5), or total social support (t,
(1,094) = .2 15, p>O.O5). However, in respect of control, men reported significantly
more control than women (t, (1,059) = 7.97, p<O.Ol).
4.5.8.1 Psychological Job Demands
Psychological Job Demands for salaried staff are significantly higher than weekly
paid staff (t (1,021) = 122.43, p<O.00l). There is a main effect of Title on levels of
psychological job demands (F (1, 1,011) = 37.07, p<O.001). There is no significant
effect of Division (F (3, 1011) 2.60, p>O.O5) or Study (F (1, 1011) = .268, p>O.S),
nor any significant interactions.
Previous research (n16,601), comprising 38% female and 62% male population,
reported mean psychological job demands of 31.91 for men, and 32.50 for women
(Karasek et al., 1998). However, the Table 11 indicates that in this study for both
men and women all salaried staff reported levels of job demands considerably higher
than the published norms. Generally weekly paid staff reported psychological job
demands close to the published norm, except for Children & Families Division where
levels of psychological job demands are higher than the published norms for both men
and women.
4.5.8.2 Decision Latitude 'Control'
Salaried staff in all Divisions reported significantly higher levels of control than
weekly paid staff (t (1,000) = 76.22, p<zO.001). There is a main effect of Title on level
of control (F (1, 989) = 19.35, p<O.00l). There is no significant effect of Division (F
(3, 989) = .453, p>O.5) or Study (F (1, 989) = .903, p>O.O5). However, there was
significant interaction between Study and Title (F (1, 989) = 7.62, p<O.O5), and Study,
Title and Division (F (3, 989) = 2.85, p<O.OS).
Previous research (n=16,601), which consisted of a 38% female and 62% male
population, reported mean levels of control of 69.82 for men, and 64.99 for women
(Karasek et al., 1998). Therefore, again we can see that levels of control for salaried
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staff in respect of both men and women are considerably higher than the published
norms. For weekly paid staff, generally control is slightly lower than the published
norms for both men and women, except again in Children & Families Division, where
control for both men and women is higher than the published norms.
4.5.8.3 Total Social Support
Weekly paid staff report significantly lower levels of support than salaried staff (t
(1,030) = 14.36, p<O.00l). There were no significant main effects of Title (F (1,
1020) = .68, p>O.05), Study (F (1, 1020) = .024, p>O.5), or Division (F (3, 1020) =
1.99, p>O.05). However, there was a significant interaction between Title and
Division (F (3, 1020) = 3.0, p<O.O5).
Previous research (n=16,601), which consisted of a 38% female and 62% male
population, reported mean levels of total social support at 24.48 for men, and 24.83
for women (Karasek et al., 1998). In this study however, overall, levels of support
were lower than the published norms for both men and women and salaried and
weekly paid staff.
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Pearson's correlations were carried out (see Table 12) between the main outcome
measures of: psychological job demands; decision latitude; social support;
organisational constraints; job satisfaction; and GHQ-12 (Likert score). Total social
support represents an aggregate of supervisor support and co-worker support, and
similarly, overall job satisfaction represents the aggregate of intrinsic and extrinsic job
satisfaction. In both these instances, only the aggregate scores will be discussed.
Also included were the demographic variables of age and length of time working in
the organisation.
Given the large sample size (n = 1,234) only p values of p<O.Ol, rather than p<zO.05
will be discussed. Where effects are reported, they follow Cohen's (1992)
recommendations, which are that small, medium and large effects are respectively
.10, .30. and .50. Looking at the main outcome variables in turn:
• Psychological job demands were found to be positively correlated to length of
time working in the organisation (r = .109, p<.Ol) and decision latitude (r
.166, p<.Ol) both of which represent a small effect size. Additionally,
psychological job demands were found to be positively correlated to
organizational constraints (r = .496, p<.Ol) and GHQ Likert score (r = .394,
p<O.Ol), with a medium effect size. Negative correlations were found
between psychological job demands and overall job satisfaction (r = -.264,
p<O.Ol), with a medium effect size.
• Decision latitude was found to be positiveiy correiate3 to )ength of time
working in the organisation (r = .084, p<O.Ol), and psychological job
demands (r = .166, p<O.Ol), with a small effect size. Whilst, positive
associations were found in respect of both total social support (r .3 42,
p<O.Ol) and overall job satisfaction (r = .422, p<O.Ol), with medium effect
sizes. A negative correlation was found between decision latitude and GHQ
Likert score (r = -.086, p<O.Ol), with a small effect size.
• Total social support was found to be negatively correlated to age (r = -.09,
p<O.Ol), length of time working in the organisation (r = -.104, p<O.Ol), with
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small effect sizes, and organizational constraints score (r = -.294, p<O.Ol),
and GHQ Likert score (r = -.267, p<O.Ol), with medium effect sizes. Positive
correlations were found between total social support and overall job
satisfaction (r = .557, p<O.Ol), with a large effect size.
• Organisational constraints were found to be positively correlated to
psychological job demands (r = .496, p<O.Ol) and GHQ Likert score (r =
.462, p<O.Ol) with large effect sizes. Whereas organizational constraints
score was found to be negatively associated with total social support (r = -
.294, p<O.Ol). with a medium effect size, and overall job satisfaction (r = -
468. p<O.Ol). with a large effect size.
• Overall job satisfaction was found to be negatively correlated to
pschologcal job demands (r = -.265, p<O.Ol) with a medium effect and
oreanizational constraints score (r -.468, p<O.Ol), with a large effect and
poithek associated ith decision latitude (r = .422, p<O.Ol), and total social
support (r .557. p<OM1) with large effects.
• GHQ Likert score as found to be positi ely associated with length of time
orking in the rganisation (r = .094. p <0.01). with a small effect and
pscbological job demands r = .394. p<0.0l), with a medium effect. Whilst
imezatie associan ns were f und beteen GHQ Liken score and decision
r = -MS6. p< 01 . with a small effect size. total social support (r = -
67. p<O 01 with a medium effect size, and overall job satisfaction (r = -
475, p<o01 . with a large effect size.
Lciokiag at the main trends het'; een outcome measures where large effects ere
fotd Table 12. the included positis e associations bet's een: social support and
o'eraliI job satisfaction r = .557. p<0..0l organisational constraints and
pschnlccal job deniands n = ..49&. p<i0..OI organisational constraints and GHQ
Ln&ert &ore n 462.. pr<o 011 . and oerall job satisfaction and total social support r
= 557,. p<o OIl And negatr e associations beP een: organisational constraints and
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overall job satisfaction (r = -.468, p<O.Ol); and GHQ likert score and overall job
satisfaction (r = -.475, p<O.O1).
4.5.9 What would you like to see included in an occupational health service?
Overwhelmingly, the top service which staff would like to see provided by their
occupational health service was counselling that is easy to access and available by
self-referral. This was followed by: access to stress management training; a
preventative/proactive health promotion service, which would involve regular medical
checks (e.g. blood pressure checks) and advice regarding diet, smoking cessation etc.;
availability of 'alternative therapies' including, relaxation, acupuncture; reflexology,
massage; and the availability of free or subsidised leisure facilities.
4.5.10 Any other comments?
There was an extremely wide variety of themes in this section, with a lot of comments
about the number of changes there had been, highlighting how disruptive change was
for both clients and staff, and suggesting that in future change should be
communicated better. Staff reported that there had been a number of questionnaires
however there had been no recognisable improvements because of them. Additionally
staff asked that they be listened to more, have more input into decision making and be
supported and recognised more for their hard work. There were also comments about
poor management attitudes, with managers seeming not to 'care' and a lack of
harmony/communication between managers, staff and clients. Staff also talked about
a culture within SSD1 that accepts having a 'sicky' now and then, and asked for better
sickness absence policies in this respect. Pressure of work, tight deadlines, poor pay
and a shortage of staff were also commented on, especially in SSD2. Staff also
commented on the stigma that is attached to using the occupational health service,
which they asked to be addressed.
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5.0	 Phase Two
The next phase of the research followed an action-research paradigm (see for example
Whitehead et al., 2003; Loewenson et al., 1999; Schurman & Israel, 1995; Kitzinger,
1994; Karisen, 1991), as outlined above. Pilot interventions were developed initially
in Children's Division because of their reported highest levels of organisational
constraints, highest levels of distress across the Division and highest levels of
sickness absence. Moreover, recruitment and retention difficulties appear to be
having more of an impact on this Division (Employers Organisation, 2002), and also
because a number of questions from the current study indicated that this group
reported more difficulties than others across the department, and were thinking of
leaving the organisation 'fairly soon', more than any other group within the
department.
The key issue when using the PAR approach to creating change is to determine which
aspects of working conditions are amenable to change, and how such interventions
may practically be achieved (Schurman & Israel, 1995). To address this issue, focus
groups were carried out Children & Families Division in order to gain a more in-depth
'emic' knowledge of the particular 'stressors' of each group and to develop an action
plan aimed at reducing/eliminating them. Data from these groups was compiled into
'points for action', fed back to the group for their approval and passed to the
appropriate body for implementation. Each intervention can be considered a 'pilot
study' in its own right. By following this process different sources of stress could be
identified and distinct interventions applied within a range of settings and work
groups. These interventions can subsequently be evaluated from the grounded
research baseline already established, and if successful, rolled out across the
department.
5.1	 Stage One - Participants and sample size (Figure 2, Box D)
Four focus groups were selected randomly from a list of all the different work units
(i.e. residential homes, day centres) within Children & Families division. The only
exception to this was the children's residential home, which was selected by the
Manager of Children & Families Division because it was felt that the number of
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changes currently taking place in other homes within the Division would make
developing a plan of action difficult, whereas the home that was chosen was
considered relatively stable. Numbers included in the groups ranged from three
individuals to eight. Demographic details of the focus groups are given below:
Table 13: Focus Group Participants
Staff Groups	 Accommodation	 No.	 Male	 Female
Children's Residential	 On site	 5	 2	 3
Administration	 On site	 5	 5
Social Workers	 Off site	 3	 2	 1
Family Centre	 On site	 6	 6
Total	 19	 4	 15
5.2	 Methods
The main questions that acted as a framework for discussion in the focus group
interviews were:
I. Do the summary of 'main findings' from the Healthy Work Report reflect
your concerns/issues working in Children & Families Division
2. Within your Division where are the main areas workplace stress?
3. V/hat is the source of these stressors?
4. What actions could be taken to reduce or eliminate these stressors?
The researcher aimed to put people at their ease when conducting the focus group
interviews, so that they would feel comfortable with expressing honest and open
answers. Permission to tape-record the interviews was requested at the outset (Rubin
& Rubin, 1995) and in all cases the participants willingly agreed. Confidentiality was
assured, although anonymity could not be due to the small number of staff employed
in each of the chosen areas. In all cases staff volunteered to take part in the research.
Accommodation was generally on-site and away from participant's work areas in
order to avoid interruptions. The exception to this was the social workers, where
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work-site accommodation was not available, therefore accommodation was provided
off-site. Where focus groups were conducted during lunch-times, refreshments were
provided by the organisation, as a gesture of appreciation for the time staff were
sacrificing.
At the beginning of each meeting, following ethical guidelines (see for example Fogg,
1988) participants were informed of their rights, as follows:
•	 To be fully informed of the purpose of the research
•	 To be able to terminate their involvement in the group at any stage
•	 To confidentiality
•	 To ask for information to be changed or recalled to them as the group
progressed
•	 To know who the audience of the research project will be
• To have comments or any information safeguarded
•	 To have their views objectively reflected
•	 To express their opinions on the research
•	 To discontinue the tape recordings at any stage in the discussion
•	 To negotiate the content of the interview (adapted from Fogg, cited in Hart &
Bond 1995)
Ground rules were established, to ensure that confidentiality within the group was
respected throughout the discussions and that every individual was given the
opportunity to speak without interruption. Staff were advised of the proposed format
of the meetings, which were anticipated to number four in total, as follows:
1. To consider the summary findings of the HWQ for Children & Families
Division, identify the main sources of stress within the division and any gaps in
the findings
2. Explore the main areas of concern arising identified in the first meeting, and
consider interventions that could be developed aimed at their reduction or
elimination.
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3.	 Agree and finalise the points for action prior to their submission to the
Departmental Management Team for implementation
4.	 Evaluate the success or otherwise of any interventions arising from the focus
groups.
The 'ideal' number of participants is often stated as being 8 - 12, however focus
groups in practice can work with as few as three (Kitzinger, 1999). The number of
groups in a given study will depend on the research question, the range of people
included, together with time and resource limitations (Barbour & Kitzinger, 1999).
Discussions between participants are generally audio-taped, transcribed and subjected
to some variety of content analysis or thematic analysis to analyse the data (see for
example Frankland & Bloor, 1999; Barbour & Kitzinger, 1999; Kitzinger, 1999;
Wilkinson, 1998; Kitzinger, 1994; Hammersley & Aitkinson, 1983; Krippendorff,
1980). Audio-taping the discussion allows for the results to be analysed
systematically, rather than selectively (Frankland & Bloor, 1999). Rubin and Rubin
(1995) assert that "some interviewees appreciate being recorded because they see the
tape as a symbol of your ability to get their message out accurately" (p.126).
Disadvantages of using tape recorders, include the mechanics of the recording
equipment in terms of the requirements for; fresh batteries; changing tapes mid-
interview; ensuring the microphone is turned on; volume is turned up; problems with
background noise or tapes breaking (Rubin & Rubin, 1995). One method of limiting
these difficulties is to note-take in addition to tape-recording, which allows the
researcher to jot down further questions to ask later in the focus group, or keep track
of where they are up to in the interview (Rubin & Rubin, 1995). A further
disadvantage is the length of time that transcribing tapes takes, approximately four to
six hours per one hour tape (Rubin & Rubin, 1995).
Ideally, the room used for the focus group needs to be quiet, comfortable, protected
from observation by those not participating in the research and free from interruptions
(Barbour & Kitzinger, 1999). Heterogeneity among group participants can often be
illuminating, however for the purposes of this research, homogeneity was considered
appropriate and pre-existing groups were considered the best way to answer the
research objectives. Barbour and Kitzinger (1999) assert that although pre-existing
groups are not a prerequisite for successful focus group research:
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"the sorts of issues likely to be raised in the research session and the
'naturally-occurring' group is one of the most important contexts in which
ideas are formed and decisions made" (p.9).
When participants know each other this has an impact on the dynamics of the focus
group (Reed & Payton, 1997). One impact can be that formal and informal power
relationships are already established therefore they are difficult to control, which can
result in some members dominating the conversation, despite the facilitator's best
efforts (Reed & Payton, 1997). Agar and MacDonald (1995) agree, stating that
"moderator control is inevitable" (p.78) because of the presence of moderators alien
to the group with questions on their mind, which are taken seriously by the group and
orient their discussion. Agar and MacDonald (1995) assert that this makes focus
group similar in some respects to a meeting, where a manager leads
discussions/questions. In this respect, they assert in their research on LSD users, only
prior qualitative work made interpretation of the results possible (Agar & Macdonald,
1995).
Kidd and Parshall (2000) recommend that preferably no fewer than two members of
the research team should be present at every focus group interview, because if the
discussion gets lively several people may speak at once making it impossible to
reproduce a session completely accurately. Further recommendations are that some
form of member checking should be done in real time, i.e. when the focus group is
running, by presenting "any tentatively identUled issues to the members for
confIrmation or clarflcation" (Kidd & Parshall, 2000, p.299). In this respect, data
analysis (which is more fully discussed in the following section) begins while the
focus group is still underway (Rubin & Rubin, 1995). Analysis should be done as
quickly as possible after a session, because otherwise much of the rich information
from the session will be forgotten within a day or two (Carey, 1995).
This method of collecting data is dependent upon the leader or moderator establishing
rapport and trust with the group, through identifying the commonality of experience
(Kidd & Parshall, 2001; Carey, 1995). The researcher needs to ensure that they do
not present themselves as 'expert'; be non-judgemental; ensure that they do not make
assumptions; know when to intervene and when to keep quiet; be able to think on
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their feet; clarify ambiguous statements; encourage everyone to participate, and
promote interaction between research participants and research (Barbour & Kitzinger,
1999; Wilkinson, 1998). In this respect, skill in conducting focus groups increases
exponentially with experience (Barbour & Kitzinger, 1999). However, Barbour and
Kitzinger (1999) assert that focus group discussions can be attempted by novice
researchers if the topic is straightforward, safe and of obvious interest to the research
participants. Prior knowledge of the particular groups with whom one is working is
crucial for both group facilitation and subsequent data interpretation (Barbour &
Kitzinger, 1999). Although, there is no 'correct' persona for focus group facilitation,
it is crucial to consider how the researcher's persona influences the data collected, e.g.
how is your identity, dress accent and behaviour perceived; are you perceived as an
insider/outsider; or as being related to the institution under study? (Barbour &
Kitzinger, 1999; Hammersley & Atkinson, 1983).
Looking at issues of validity and reliability, statistical 'representativeness' is not the
aim of most focus group research, rather 'qualitative sampling' is generally employed,
guided by the particular research questions being addressed (Kitzinger & Barbour,
1999). However, Carey (1995) asserts that:
"when several sessions have been conducted for each segment of the target
population and no new information is discovered, then one can cautiously
generalize to similar groups" (p.489).
In respect of reliability, Kidd & Parshall (2000) consider reliability in the
conventional terms of stability, equivalence and internal consistence. Stability is an
issue if the group meets on more than one occasion, especially in terms of members
being present at each occasion (Kidd & Parshall, 2000). Equivalence refers to
moderator experience and styles, particularly when more than one moderator or coder
is used (Kidd & Parshall, 2000). Internal consistency refers to coding the data, which
Kidd and Parshall (2000) assert is enhanced if one individual has the primary
responsibility for conducting the analysis, participates in as many groups as possible,
and communicates with other team members through the analysis process. In terms of
validity, "the emergence of a substantively similar viewpoint on some issue in
multiple focus groups, especially if' they are geographically dispersed, will tend to
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support content validity" (Kidd & Parshall 2000, p.303). Other methods can include;
secondary analysis, or comparison with themes or theory in existing literature (Kidd
& Parshall, 2000).
"Similar findings derived from multiple sources increase confidence in the
validity of constructs and the theoretical generality of relations between
them" (Kidd & Parshall, 2000, p.304).
"Participation is one means to uphold an ethical principle that individuals and
groups under investigation should retain control over their lives" (Baker & Hinton,
1999, p. 80). Although the ethical issues of informed consent and confidentiality can
pose difficulties when conducting focus groups (Barbour & Kitzinger, 1999). It is
impossible to ensure complete confidentiality, as members of the group may 'gossip'
to people who are not involved in the research. Additionally, it is difficult to establish
how 'informed' consent actually is when gate-keepers are used (Barbour & Kitzinger,
1999). Informing the group prior to session and advising participants that they are
under no pressure to take part, along with setting 'ground rules' can help to address
these issues (Barbour & Kitzinger, 1999).
There are several limitations to using focus groups. Firstly, censoring and conformity
occurs within groups, as members can withhold potential comments for a number of
reasons, such as a lack of trust in other members of the group, or the leader, or
concerns about the confidentiality or use of the data collected (Kidd & Parshall, 2001;
Carey, 1995). Secondly, 'groupthink' can lead group members' opinions to be
influenced by the other members in the group, especially if the group has members of
different status or prestige (Carey, 1995; Kitzinger, 1994). This is especially pertinent
when using pre-existing groups, as it is likely that they will have established their own
norms as to what can and cannot be said, along with hierarchies within the groups
(Barbour & Kitzinger, 1999). One way of addressing this limitation, is to provide the
participants with the opportunity to talk one-to-one with the facilitator after the group,
or by telephone (Barbour & Kitzinger, 1999). Thirdly, there are often limitations in
achieving full participation, which can arise from power hierarchies and external
factors (Baker & Hinton, 1999). This can lead to organisations requiring researchers
to produce information to a timescale and ultimately the funders are in control of
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completing the cycle of research, in terms of which interventions are carried out and
evaluated (Baker & Hinton, 1999).
Further limitations can include practical difficulties arising in the co-ordination of
respondents in terms of meeting times and venues (Barbour & Kitzinger, 1999).
Using established meeting slots, offering some form of reimbursement of expenses, or
choosing a venue which is easily accessible to participants can go some way towards
addressing these issues (Barbour & Kitzinger, 1999). Focus group research is also
dependent on gate-keepers to aid access and recruitment issues, which can result in
line managers in an organisation trying to exclude potential critics (Barbour &
Kitzinger, 1999).
5.2.1 Analysis of Focus Group Data
Typically focus groups are characterised by the interaction of group participants with
each other as well as with the researcher/moderator, and it is this interaction which
distinguishes the focus group from one-to-one in-depth interviews (Wilkinson, 1998).
Advantages of interaction between participants are that: they highlight respondents'
attitudes, language, priorities and framework of understanding; encourage a variety of
communication from participants; help to identify group norms; provide insight into
group/social processes; and can articulate open conversation about embarrassing
subjects, ideas and experiences that might be left underdeveloped in the interview
(Kitzinger, 1994).
Consequently, "[t]he analysis and interpretation offocus group data require a great
deal of judgement and care, just as any other scientific approach" (Stewart &
Shamdasani, 1990, p.102). However, there is no one best or correct approach to the
analysis of focus group data (Kidd & Parshall, 2000; Kreuger, 1998; Catterall and
Maclaran, 1997; Morgan, 1997; Powell & Single, 1996; Stewart & Shamdasani,
1990), with different views as to the degree to which group interaction between the
group members is analysed and reported. Moreover, "there is very little guidance in
the literature with respect to how differences between group and individual discourse
impact the analysis and interpretation offocus group data" (Kidd & Parshall, p.293;
see also Myers & Macnaghten, 1999; Powell & Single, 1996; Carey, 1995). This
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lack of guidance may in part explain why "[t]he fundamental differences between a
focus group and an individual interview are often only briefly discussed in pragmatic,
rather than theoretical terms, suggesting that the status of the data and approaches to
analysis are unproblematic" (Reed & Payton, 1997, p.'765; see also Carey, 1994).
As a result of this lack of guidance, one of the issues to be considered when
conducting focus groups is how to analyse the data arising (Myers & Macnaghten,
1999; Kreuger, 1998; Morgan, 1997; Stewart & Shamdasani, 1990). The main
consideration when looking at the type of analysis that is appropriate is what kind of
report the project will produce? (Kreuger, 1998; Morgan, 1997; Carey, 1995; Stewart
& Shamdasani, 1990). The purpose of focus groups can be wide ranging, for
example, they can be used to explore topics in order to gain understanding, to clarify
content domains, to obtain natural vocabulary for instrument development, for
outcome evaluation, or in contrast in some forms of market research (Carey, 1995).
In this respect, consideration needs to be given as to whether or not the focus groups
are a set of self-contained focus groups, whether they have an 'applied purpose' (e.g.
evaluation), or if they are part of a larger project (e.g. preliminary exploratory
techniques to generate content for a survey questionnaire) (Morgan )
 1997).
In applied research the end result is often a 'final report' that must meet the needs of
those who commissioned the project. Because of the nature of applied research
projects, they generally investigate predetermined research issues and use a more
structured approach to gathering, analysing and reporting data (Morgan, 1997). This
approach to applied research holds true in this study, where the framework for the
focus group interviews had largely been pre-determined by the findings of the survey,
consequently, in keeping with the framework of the study, the main aim of the focus
groups was not at generating theory, but at gaining illuminative, descriptive data
about these predetermined areas in order use this information to develop
recommended points for action, in the form of a report, for senior management within
the social service department.
Morgan (1997) asserts that more structured approaches to analysis and reporting are
generally used "when each group discussion covers more or less the same topics in
more or less the same order, then the main business of the analysis and reporting will
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be to address these topics" (p.59). This allows for the reporting of comparisons
across different segments (Morgan, 1997). One such method, (see for example
Frankland & Bloor, 1999; Henderson, 1995) is analytic induction. Following this
method, analytic techniques for focus group data require transcription of the interview
(Stewart & Shamdasani, 1990). The best method of gaining data that is both
retrievable and accurate, is to use tape-recorders, and transcribe the tapes verbatim
(Rubin & Rubin, 1995). Perakyla (1997) asserts that as the tapes and transcripts are
the 'raw material', equivalent to field notes in the context of ethnography, their
quality has important implications for the reliability of the data. In this respect, tape
recordings and the transcripts based on them can provide for highly detailed and
accessible representations of social interaction (Perakyla, 1997).
Following transcription, the process of analytic induction involves reading and re-
reading the transcripts thoroughly to familiarise the researcher with their content,
recurring patterns or themes of interest (Frankland & Bloor, 1999). One method of
defining codes is to focus on the content of what people have said, and the topics
which they discussed, which can then be developed into categories (Reed & Payton,
1997). These categories can then be labelled, indexed, or coded (Frankland & Bloor,
1999). This coding or indexing is essentially inductive, with categories emerging
both from the researcher's absorption in the text and recollection of the events of the
focus group itself (Frankland & Bloor, 1999). By the time indexing is complete the
researcher will have a good idea of the main focus of the analysis, and themes and
patterns can be modified to reflect all indexed items, including those which appear to
contradict the analysis scheme (Frankland & Bloor, 1999). Frankland & Bloor,
(1999) assert that using the analytic method ensures that the data is analysed
systematically, allowing for the inclusion of all themes arising, thus guarding against
a selective approach. However, this method has been criticised (see for example
Myers & Macnaghten, 1999; Reed & Payton, 1997; Carey, 1994; Kitzinger, 1994)
because this type of analyses loses much of the context (and content) of the
interaction. In this respect, Carey (1994) recommends that "because the interaction
within the group will affect the data elicited, an appropriate description of the nature
of the group dynamics is necessary to incorporate in analysis for example, heated
discussion, a dominant member, little agreement" (p.488). Kitzinger (1999) agrees,
recommending that researchers should aim to strike a balance between "looking at the
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picture provided by the group as a whole and recognizing the operation of individual
'voices' within it" (p.16). Agar and MacDonald (1996) similarly illustrate how
detailed conversational analysis can highlight who dominates a group, which parts
were interview-like, conversation like, and meeting like, which topics were lively or
flat, and how well ratified topics were by the group as whole.
Kitzinger (1999) asserts that "analysis will involve, at the very least, drawing together
and comparing discussion of similar themes and examining how these relate to the
variation between individuals and between groups" (p.16). Practical examples,
which adhere to these criteria, are highlighted by Kreuger (1998), who discusses
methods used by 'experts' on focus group analysis, as follows. Casey (1998) reports
that she types an abbreviated transcript after each group, transcribing only the
comments which she feels may be useful in analysis. After several groups have been
completed, Casey (1998) reports that she begins systematic analysis, which often
involves merging the computer files of the transcripts, and moving all the answers to
each question from all the groups to the same place, ending up with a 'master
transcript', which contains all the relevant responses. Following this, Casey (1998)
writes a paragraph surnmarising each theme. Stewart & Shamdasani (1990) assert that
this 'cut and paste' technique, using colour coded brackets or symbols to mark
different topics within the text, is one of the most common analytic techniques. They
state that whilst the material coded may be phrases, sentences, or long exchanges
between individual respondents, "the only requirement is that the material be relevant
to the particular category with which it has been identified" (plO5).
Kinzey (1998) reports that his basic responsibilities are "1) to find out what my
participants think and feel about those issues outlined in the guide and 2)10 report
what they said" (p.86). Kinzey (1998) argues that the first duty of a moderator is to
report what people say about their attitudes and behaviours, rather than trying to be
psychoanalysts and interpret what they were really thinking, as "any speculation I
might offer on "what they were really thinking" is just that: speculation" (p.85).
Likewise, Rausch (1998) summarises her steps in analysis as follows: read through
transcripts, highlighting key findings and potential quotes; write a rough draft of
detailed findings; and go back to transcriptions to pick verbatim quotes to illustrate
the findings.
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Following the above recommendations, key stages in analysing the focus group data
for this study involved:
• Transcribing the focus group tapes verbatim
• Recording a description of the dynamics of the group's interaction
• Summarising the main points of the focus group to enable member checking
by the group
• Reading and re-reading the transcripts to fully understand and absorb both the
content and context
• Re-reading the transcripts, using the highlighter facility on Word to identify
and highlight different themes using the fifteen different colours available
Cutting and pasting each coloured theme into a separate document, ending up
with a master document containing comments from each of the groups
collected together under common themes
The cut and paste technique, whilst very useful, relies heavily on the judgement of a
single analyst, which can provide opportunity for subjectivity and potential bias
(Stewart & Shamdasani, 1990). However, this approach shares many of the
characteristics of more sophisticated and time-consuming approaches, e.g. computer
packages such as NUD*IST, or conversation analysis (Stewart & Shamdasani, 1990).
Furthermore, as highlighted above, the type of analyses used is dependant on the
purpose of the research.
In this study a pre-understanding of the key themes had been identified by both a
large-scale survey and a number of in-depth interviews, therefore the purpose of these
groups was to firstly develop a better understanding of the stressors affecting each
group; and secondly to use this information to develop interventions aimed at
reducing stress. In this respect, given that the aim of the focus groups was not at
generating theory, but at gaining illuminative, descriptive data about largely
predetermined areas, the cut and paste technique was considered the most appropriate
method of analyses.
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Future research would benefit from a thorough exploration of the impact of different
methods of analysis on focus group findings. This could perhaps be achieved by
using some of different methods outlined above to analyse the same transcript, then
comparing the results. This would help to provide more practical guidance to
researchers facing the dilemma of how to analyse their focus group data.
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5.3	 Results - Focus group findings - Stage One
Agar and MacDonald (1995) assert that:
"many focus groups are drawn together through networks, [and] that they
are products of institutional processes that powerfully shape them. Such
histories belong in the focus group data for, without them, it 's dfficult to
evaluate the scope of what was learned" (p79).
Therefore, in order to contextualise the findings, it is important to look at the
dynamics of each focus group.
5.3.1	 Children 's Residential
There were five members of this group, including the manager of the children's home,
who met during the weekly team-meeting time-slot in the dining room of the
children's residential home. There were no interruptions, as the children were in
school during the day. In this group, the manager dominated the conversation, despite
the facilitators best efforts (see Reed & Payton, 1997), which was of concern to the
researcher, who felt that other members of the group may have been intimidated by
the managers presence. Notwithstanding this, the rest of the group appeared to be
speaking freely, and seemed unconcerned about disagreeing with their manager,
although this rarely happened. However, following the first meeting, as a precaution,
the author posted individual summaries of the meeting to each group member with a
stamped addressed envelope, asking them if they had any further comments they
wished to add. None of the group took advantage of this and at the following meeting
the summaries were agreed with only a few minor changes, therefore it would appear
that the managers' presence did not unduly affect the discussion.
One drawback with this group was that, due to shift patterns, the same people were
not always present at each of the three meetings, although there were three core
members who where present throughout. This meant that at the outset of each
meeting the process had to be explained to the new members, which was time
consuming, and the dynamics of the group changed slightly. However, before the
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points for action were agreed it was decided amongst the group that it was important
for all members of the children's residential home to agree them, therefore the
resulting points for action were considered a true reflection of the entire groups
wishes. Throughout the process stamped addressed envelopes were left in the office,
along with the author's contact details, so that group members could contact the
author if they felt there were comments they wished to add, but could not openly
discuss at the meetings.
5.3.2 Administration Staff
There were five members of this group, who met at lunchtimes in a counselling room,
which was quiet, undisturbed and away from the main office. This group remained
relatively stable throughout the three meetings, although occasionally one member
was on holiday, or off sick. Again, there was one group member who tended to
dominate the conversation, although she was not in a more senior position that the
other group members, who seemed happy to disagree with her if they felt it necessary.
This group seemed fairly cohesive and appeared to agree on most matters during the
meetings, however, they seemed fearful of management, or potential repercussions. In
this respect, when it came to agreeing both the summary and the points for action,
they were very hesitant and took a considerable amount of time to come to agreement.
The author feels that although the group was happy to air their grievances, they were
reluctant to report them. To help this process an electronic version, initially of the
summary of the first focus group meeting, was e-mailed to the group in order that they
could amend it as they wished, and subsequently an electronic copy of the points for
action. However, the group still found it difficult to agree on certain matters,
asserting that they did not have enough time to meet as a group and reach agreement.
This resulted in a statement being added to the focus group report to this effect, which
is discussed in more detail below. The author feels that these difficulties may have
arisen, because, being administration workers, this group was less autonomous that
the other three groups, and generally on lower pay scales.
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5.3.3	 Social Workers
This group was the smallest group, consisting of three social workers from one team,
who met during lunch-times in a different building than the one they worked in, as
there were no facilities there that were quiet and free from interruptions. Two of the
group had been on long term sick leave having suffered from stress, and additionally
one member had been off sick for approximately six week due to back problems,
reportedly caused by a faulty chair. One member of the group was in a slightly more
senior position to the other two members, although this did not seem to have any
obvious impact on the discussions. Within this group, none of the members
dominated the conversation, and there appeared to be a high level of respect and
cohesion. This group felt happy to both discuss their problems and put them in
writing, with only a few minor changes made in each instance. Additionally, because
they were only a small representation from the social work team (due to pressure of
work), they requested that they share the summaries and the points for action with
their colleagues to obtain their agreement before they were submitting to the
Departmental Management Team. Therefore, it is felt that despite the small number
of participants in this group, the findings are a good representation of all social
workers within SSD2. The only drawback with this group, was pressure of work,
which led to a number of meetings being cancelled, as if only one member was
unavailable, there was little point in holding the meeting.
5.3.4 Family Centre Workers
This was the largest group, consisting of six family center workers, including the
manager at the first meeting, although she was not present at subsequent meetings.
Meetings took place during regular meeting time-slots, in a quiet, comfortable room
which was free from interruptions. In this group, during the first meeting the manager
was the most dominant speaker, however, there appeared to be considerable
consensus in this group as to what difficulties they were experiencing, and group
members seemed comfortable disagreeing with their manager, if they felt they needed
to. Again, following the first meeting, as a precaution, the author posted individual
summaries of the meeting to each group member with a stamped addressed envelope,
and left her contact details, asking them if they had any further comments they wished
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to add. None of the group took advantage of this and at the following meeting the
summaries were agreed with only a few minor changes, therefore it would appear that
the managers' presence did not unduly affect the discussion. Although the manager
was not present at the following two meetings, she was given the opportunity to read
the summaries and points for action, and few amendments to either were made.
Meetings with this group never had to be cancelled, as despite being busy, pressure of
work did not force them to call off any meetings.
5.4	 Sources of stress
The main purpose of the initial focus group meetings was to consider the summary
findings of the HWQ for Children & Families Division and to identify the main
sources of stress within each particular workplace and identify any gaps in the
findings.
Considering these in turn, all four groups were very interested in the summary
findings from the HWQ. Both the Administration and family centre staff reported
that the results were reflective of their working conditions:
"I didn '(fill it in [the questionnaire] but I think having worked here for 8 or
9 months, that covers it" (Administration)
However, staff from Children's Residential and Social Workers felt that the findings
did not fully reflect their working conditions:
"80% report that cover for staff sickness is never rarely provided We
have got to provide it, so that is like a major djfference" (Children's
Residential)
"I thought there would be more on timescales" (Social Workers)
"[job satisfaction] is not low here, I don 't think we represent all of the
children 's residential division. I think f you went and interviewed other
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people, especially just at this moment in time, it would be very low"
(Children's Residential)
"knowing my staff team, I don 't think there are any of us thinking of
leaving fairly soon, so I wouldn '1 say that's representative" (Children's
Residential)
The HWQ provided a 'pre-understanding' of stressors within social services however
the purpose of the focus groups was to get a more in-depth understanding of these
issues. In this respect, a number of key themes emerged from the focus group
discussions, namely: workload; staffing levels; lack of recognition/loyalty;
communication; changes; sickness levels and general stressors, as follows:
5.4.1	 Workload
Social workers and Administration staff reported that their workload was
unmanageably high, and were concerned at the levels of pressure and stress this put
them under:
"It 's hard enough at the best of limes to keep ii up, ?feveryorn? 's here as 1/
should be. So f somebody is off as well you 're under extra pressure, and f
the counter is very busy and you 're up and down to the counter and
interruptions, you can turn around at the end of the day and think 'exactly
what I have done today what have I got to show for all I've done '...and
you haven 't stopped" (Administration)
"I think paperwork and all, I think quite rightly so I mean we need to
detail every contact we make with everybody phone calls, every visit em
it is not always possible to do and that has came back and bitten me quite
big style. Because you 're under that much pressure f someone makes a
complaint again and you know you ' ye made a decision after discussing it
with your manager but because you haven '1 followed procedure, you
haven 't got anything written down and that is just because of time
148
constraints, it is not because a decision wasn 't made and I don 't think that 's
right" (Social Worker)
Staff reported that they pushed themselves because of the nature of the work:
"basically, you push yourself to try and do it - the nature of social services,
you know, that it is children and you just have that commitment"
(Administration)
"our initial assessments are supposed to be brief but your frightened in
case you miss any information. You miss any information and then
something happens it 's 'why didn 'I you put that in your initial
assessment'?" (Social Worker)
There was a feeling of frustration that despite the best efforts of staff, it was
impossible to do the job well:
"I think most people in our team would say 'I enjoy my job, I love working
with people, I love going out, doing what you do, but it becomes most un-
enjoyable because you can 't actually address the needs of people properly
sometimes, because there is pressure on you to get this assessment written
up, even fyou haven 't got enough information get in what you ' ye got, and
it 's really dissatisjjing" (Social Worker)
"I've got all this to do, so I'll stay an extra hour at night, or I'll stay a bit
longer, 'cos it 's quiet, there 's no phones going' ......'cos you want to go
home with an easy conscience" (Administration Worker)
"and you actually care about the people 's lives you're involved in... it's not
good enough sometimes, you know... and you go home and...I wake up at
night thinking, God I should have done that, I must do that... and you never
manage to reach the end ofyour mental list because other stuff is coming in.
But I think it is just our business is people and that just adds to the pressure.
You can just shut your drawer at the end of the night... "(Social Worker)
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The general feeling seemed to be that it was the constant pressure that was the most
difficult aspect of the job. This pressure is as a result of the timescales associated
with the national performance assessment framework, which require than when a
referral comes in social work staff have only got twenty-four hours to decide on best
course of action, if this is an assessment, then this must be completed within seven
days. Meeting these time targets is a performance indicator for the authority.
Adhering to these timescales impacts similarly on the Administration staff, who have
to input the information, again within the required time-frame:
"You know, you want to make an appointment on this day, because f you
do, it gives you four more days to finish your assessment. You've got to see
the parent, see the child, you know make agency checks with health,
education, police, whoever you need to make a check to, and reach an
assessment. For example fyou don 't get to see the parent until the thI day,
you are down to 2 days do you know what I mean?" (Social Worker)
"and you can sort ofpush yourselffor so long, I thin/c to try and cope with
it all, but f it goes on for a very long time you just get tired yourself; don't
you, and it starts to effect you...you can 't do it forever, you can do it for so
long and manage, but not infinitum you can 't" (Administration Worker)
"I've had enough. ft's like being on the dole for me - I'll equate it to being
on the dole. Right, on the dole for three weeks is all right, on the dole for
two months [makes a face], on the dole for six months, on the dole for a
year... two year... is hard work I remember a Tory MP in the 70' coming
up North and living on the dole for a week and saying it was easy. Yes it is,
we can all work to them timescales for a wee/c, or fli'o weeks, but when
you 're doing it constantly it grinds you down" (Social Worker)
Children's Residential reported that, although they were busy, they felt that the
workload was within their capabilities. However, staff at the family centre reported
that they were 'struggling' working nine to five, and were concerned about the
forthcoming introduction of shifts:
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"you wonder how they are actually going to manage those shfis, because
we're struggling to manage our nine to five now, so how do you actually fit
in weekends and evenings if you 'ye got no more staff to do the other
hours?" (Family Centre Worker)
5.4.2 Staffing Levels
The difficulties that staff faced in dealing with the heavy workload and tight
timescales was reported to be exacerbated by a minimum of staff again
predominantly affecting social work and administration staff:
"with a minimum of staff f we were all here for every day when we should
work, we could possibly get through the work, but we 're all entitled to our
holidays. If someone goes off ill, or there 's training needed because they 're
introducing lIP ...the whole thing just falls to pieces, because there 's not a
soul who can step in and help you out" (Administration Worker)
"we have got no money for extra staff and we are all conscious of that and
we are aware of that" (Social Worker)
"We call in cold on you don 't know what and that's a stress in irself...I
know it will be said well the policy is ... that there should be two people
going ... but the reality is . . .you haven 't got two people to cover all the
work" (Social Worker)
During particularly busy times in the Administration Office temporary staff are
employed to help reduce the backlog of work, however, staff reported that this was
frustrating for two reasons. Firstly, because of the time taken to train the temp and
secondly because the fact that these workers are on a six months temporary contract
means that as soon as they are trained, or find a permanent job, they leave:
"do you remember the time when we advertised for a 6 month post... we had
a girl came in for six months and just afler Christmas she was told she was
no longer needed, that her post was for 6 months ...that was a nice girl ...she
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was really good... she really was interested, she wanted to do the job, but
then she was finished up... a month later they advertised for another 6
months post" (Administration Worker)
"it would possibly be cheaper for them in the long run to get another
member of staff" (Administration Worker)
In the Family Centre, the proposed changes will lead to a reduction in staff:
"the three of us managers have over 100 years experience between us,
which will just go they 're happy to get rid of us, that 's the way Ifeel" . "It
suits Best Value you see, it suits them to amalgamate places, it 's cheaper
isn 't it, to amalgamate buildings" (Family Centre Worker)
5.4.3 Lack of recognition/loyalty
Overall staff perceived that there was little or no recognition from senior
management, either for doing their jobs well, or for the pressure they were working
under. Staff felt that this lack of appreciation/recognition was perceptible in a number
of ways, i.e. poor wages, criticism for failing, not listening to or acting on what staff
said, and poor office equipment:
"does anyone ever come here and say you 're doing really well, you
know... working well and is getting results and stuff?" (Children's
Residential)
"there's a whole new breed of service managers ...They've all got a smile,
but they 're all ruthless... absolutely ruthless. Is all they care about is
performance indicators, this that and the other, not the shop floor workers,
you know, who cares about them" (Family Centre Worker)
"It 's about valuing the staff isn 't it really, and you know, saying you are
doing a good job and rewarding staff you know, not only with pay, but that
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they 're actually listening to staff and acting on that, that is very important"
(Administration Worker)
"I think the overall result for social workers is that you feel that...I'm not
doing a good job, because you 're constantly being criticised for failing, or
not getting through enough work" (Social Worker)
"Him [the Assistant Director] and the Director are supposed to be going to
make 3 monthly visits to visit the troops, 'cos they 're after investors in
people status. I had a thing on the wall about investing in people - I ripped
it up and put in the bin. That was after one incident at the beginning of the
year. But we 're going to go for the status, well I'll have gone by then, so
it 's as well, 'cos they won 't invest in their staff and do it properly, you
know they haven 't got a clue" (Family Centre Worker)
5.4.4 Communication
Staff talked about different types of communication, i.e. between their own team and
between their team and senior management. Where staff discussed communication
between their own team, especially within Children's Residential, it was considered
extremely good, and a contributory factor in both the smooth running of the home and
their levels ofjob satisfaction:
"...communication is so good. Now that 's down to the team being honest
and open and feeling able that they can say things - it 's also down to
additional strategies we 'ye put in place to ensure that everybody knows
what is going on with a particular child We all discuss how we 're going to
work with that child, therefore we 're all coming from the same direction
and I think that's why it works so well" (Children's Residential)
However, perceptions of communication in Children's Residential and the Family
Centre between staff and managementlsenior management was reported to be
problematic in a number of ways, namely: 'social work speak'; too much/irrelevant
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information being communicated; lack of sharing of information; inconsistent
information; information being intentionally withheld;
"we 'ye got an excellent boss who would tell us everything she knows, but
she 's not getting told either, so she feels like she 's failing us because we
keep asking her questions that she doesn 't know the answers to" (Family
Centre Worker)
"people were moaning they didn 't get informed of anything that was
happening, so now you get told everything, and you could spend all day
going through the masses of information that you then filter out because of
what 's relevant to your team" (Children's Residential)
"It 's a power thing, and some people don 't want to give information
because they lose power, they 're losing some power over something, don 't
they?" (Family Centre Worker)
5.4.5 Changes
The changes that were taking place at the time of the focus group meetings affected
staff at the Family Centre more than the other groups, as they were being
amalgamated with the other family centres and their roles were changing from Family
Centre Workers, to Family Support Workers. The ultimate outcome of these changes
was that the staff were losing their boss; were required to change their working hours
to incorporate a degree of shift work (if needed); were undertaking new roles within
the organisation; and had to get used to working with new colleagues. These changes
were causing a considerable amount of stress amongst this group of employees:
"the biggest thing that 's happening is all the big changes coming in with
Best Value and I think that 's causing staff stress, 'cos they don 't really know
what people will be doing, well you know for a certain extent but it's the
change isn 't it, which is stressful anyway and it sort of gets thrust upon
you" (Family Centre Worker)
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"we used to be community based and we all quite enjoyed doing that - it
was hard work wasn '1 it? And we did a lot of good preventative work
then...we had job satisfaction then, didn't we?...we had all sorts of groups
and we used to do courses and everything, but now we ' ye just gone child
protection. So it's the heavy ended stuff and that 's very stressful" (Family
Centre Worker)
"we 'ii say for instance they explained to everybody concerned what was
going to happen and what they expected of you and what the changes were
going to be, then you could make a decision as to whether you could cope
with those changes, because at the end of the day f you decide you can 't
cope with those hours and ii 's not feasible, then not only what are you going
to do, but what are they going to do as a service when they haven 't got
anybody working for them, and you know why isn 't anybody looking at
this... why isn 't anybody looking at the fact that half the staff have left?"
(Family Centre Worker)
5.4.6	 Sickness levels
There was little consensus about sickness absence within the Division. On the one
hand, Children's Residential felt that long-term sickness absence was being abused by
a cohort of staff, who were perhaps not suited to their jobs and caught in a financial
trap because of the extra pay staff in this area get for night shifts, weekend work etc.
"you 'dfind it would be the same people that would be off sick off long-term
sick, mostly... and I would go as far as to say possibly more highly
represented in children 's residential than anywhere ". "I would say each
unit has got identy'ied people that do that regularly" (Children's
Residential)
"perhaps they shouldn 't be doing the job perhaps they 're not getting
fulfilled.. .1 believe in residential, probably more than the field, you get
caught in afinancial trap... those people would not be employed on the same
rate ofpay of unqualfied people in the private sector, and I think that is one
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of the big sticky points within children's residential" (Children's
Residential)
However, conversely, both the Administration Staff and Social Workers considered
that levels of sickness absence were low, surprisingly low given some of the reported
difficulties:
"we 'ye no lime to be sick, have we?" (Administration Worker)
"I'm actually surprised that more people are not off I think more people
aren 't off because they are committed and I think sometimes we lose that
view" (Social Worker)
5.4.7	 General stressors
In addition to the stressors identified above as affecting more than one group, there
were a number of stressors that impacted on individual groups, rather than across the
groups. These arose because of: the nature of the service users; shift changes in
children's homes; conflict between field social workers and children's residential
workers; lack of IT training and equipment; lack of budgetary control; having to
change jobs in order to be promoted; lack of support from management; lack of NVQ
training; the responsibility of doing assessments; fear of 'getting it wrong', especially
with regard to child protection issues; naming and shaming of staff who don't meet
their targets; taking the job home with you, both mentally and physically; and lack of
partnership working between agencies with regard to corporate parenting;
"we take on children that are normally statemented with emotional and
behavioural disorders that are deemed unsuitable to be fostered that's the
type of kid we're dealing with. " ( Children's Residential)
"we 're the initial people that they see when they come in, we 're front line
staff so if you 'ye got someone that 's exceptionally upset, someone who
comes battered and bruised, someone that 's looking for somebody and
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pretending, you know, someone who 's aggressive, ready to throw a chair
through the window.., we are front line staff" (Administration Worker)
"I mean we 're often at loggerheads in this with field workers, even though
you 're coming from the same side and fighting the same corner, at the end
of the day you 're fighting for what 's right for the kids. I think we all find
ourselves at some stage not agreeing with a social worker 's decision"
(Children's Residential)
"I think the organisation, as a larger thing is a stress factor - it 's probably
one of my worst" (Children's Residential)
"Two years we 'ye been trying to get the staff trained in IT skills and I've
just got one person through after 2 years. But they are asking you to
produce typed reports - they 're asking you to produce booklets. We ' ye got
to have booklets for the home, we ' ye got to have all these things, but they
don 't give you the training that 's appropriate to use, when they gave you the
equipment, so you 're just hoping that somebody can work the equipment so
that you can produce the things you 'ye got to" (Children's Residential)
"I've got afull staff team, at least 4 kids, usually 5 kids, £50 a year budget
for stationary, now is that realistic?.., a cartridge for the photocopier is
£80, and we laughed didn 't we the first stationary order we put in was
£119 and my budget 's £50. "(Children's Residential)
"even f you go to your line manager there 's no support, because you are
told 'what do you expect me to do my hands are tied I can 't do
anything', so it 's pointless even discussing anything" (Administration
Worker)
"staff are terr/Ied of missing something, they really are, and they 're not
trained social workers, they 're nursery nurses, and I keep saying that
they 're nursery nurses" (Family Centre Worker)
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"Social Worker: We get dumped on by everybody and it 's us that take the
can for everything.
Facilitator: by everybody, as in?
Social Worker: as in hospitals, health visitors, schools... it's supposed to be
a corporate parenting approach to young people. We 're supposed to
facilitate that. If it 's child protection we 're supposed to facilitate that,
however everybody has a responsibility to the child. I don 't think people
have taken that on. I don '1 think there is ways that we challenge that and I
don 't think there 's areas where we, or forums where we can actually... well
there are forums, but there needs to be more for me, for people to take on
this responsibility, because it is always us." (Social Worker)
"and sometimes they keep things in-house that shouldn 't be in-house. They
make a referral and you say why didn '1 you make a referral earlier.., we 're
dealing with it in-house. But it 's child protection I've got a child at risk of
harm, why aren '1 we hearing about it... we were trying to brush it under the
carpet, or we wanted to give this information, but we don 't want to make a
referral" (Social Worker)
Following the initial focus group, each tape was transcribed verbatim and a summary
of the main findings of each group was developed. This summaries were presented to
each group at the outset of the second meeting, as a form of member checking (Kidd &
Parshall, 2000), or validation through consensus (Karlsen, 1991) and as a starting
point from which to discuss and develop any proposed interventions. These proposed
interventions are described as 'points for action', rather than 'action pians', as within
the Council, action plans have to include time-scales, along with the names of who is
responsible for the action.
5.5	 Stage Two - Focus Group 'Points for Action' arising (Figure 2, Box E)
The process of developing points for action from the summaries of main findings, took
between 2 to 8 weeks for a number of reasons, for example: lack of time; differences
in opinions within the groups; or staff absence. Due to the number of ways in which
the groups both contacted the author during this period and amended their points for
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action (i.e. telephone, e-mail, mail) it is outside the scope of this thesis to discuss how
each individual point for action was arrived at, however, agreement of all of the group
members was a requirement in their development.
Not surprisingly, due to the diverse nature of the groups and the range of difficulties
they experienced, there were a large number of proposed points for action. In this
respect the focus group report that was developed contained both a summary of main
findings and points for action in respect of each of the groups, together with an overall
synopsis of the main points affecting all or most of the groups and a summary of
recommendations (see Coffey, 2003). The main points arising out of the focus groups
and recommendations are discussed below:
5.5.1	 Workload
It was recognised that reducing the workload was impractical, as work is usually
dictated by the needs of clients, rather than by the organisation. However, one way of
reducing the workload 'per person' would be to increase the number of staff available,
therefore the majority of comments concerning the level of work are dealt considered
under the next heading of 'staffing levels'.
5.5.2 Staffing levels
. A review of staffing levels needs to be undertaken, especially amongst Social
Workers and Administration Staff
• A review of the use of temporary agency staff in Administration
• Ways of retaining staff and attracting graduate social workers need to be
considered, for example by providing mileage allowance
• The method of calculating case numbers per social worker needs to be revised
to take account of the work involved after an assessment is completed
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. A survey of Family Support Workers to ascertain any potential difficulties
staff may have in coping with new shift patterns.
. A bank of staff to be available, when needed.
. More permanent staff
5.5.3 Lack of recognition/loyalty
Staff felt that there should be 'tangible' benefits to prove that their efforts are valued
and appreciated by the organisation. Additionally, this system (or a similar one)
could be used as a bonus for those staff who have exemplary attendance recotds.
this respect, suggestions included:
• 'Points for prizes' e.g. points being collected for each month without
absence, then being translated into prizes (perhaps vouchers or bonuses)
coming up to Christmas time, when they would be most appreciated.
• Discounted access to leisure facilities
• Senior management actively showing appreciation of work well done
• Staff felt that the organisation could show its commitment to staff by attending
to the 'points for action' developed by each group, and responding to each in
writing
• A review of Administration wages and grading system
5.5.4 Communication
In respect of communication, there were a number of suggestions made, including:
• The removal of 'social-work speak' and abbreviations from correspondence
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. A list of issues/questions needing clarification was included in the Family
Centre's points for action
The development of a newsletter which discussed current issues and
forthcoming changes, which could be circulated on a monthly basis, with a
tear-off slip at the bottom, which staff could use to ask for written clarification
of any issue, if necessary.
Regular meetings
5.5.5	 Changes
In respect of Social Workers, Children's Residential and the Administration staff, it
was felt that there was no action that could be taken which could reduce the number
of changes taking place, as a lot of changes are driven by Government and therefore
outside the Department's control. However, in the case of the Family Centre Workers
whose roles were changing to Family Support Workers, better methods of managing
change were suggested as follows:
• Setting up a 'support group' with the other family support workers from
different centers.
A Manager should be regularly available to answer queries
• More consultation about forthcoming changes and regular meetings with
senior management
5.5.6	 Sickness levels
In respect of the difficulties with long-term sickness absence experienced in
Children's Residential, suggestion to improve the situation included:
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• the development of different policies for dealing with persistent long-sickness
and occasional short spells of absence
• Payment protection and more regular re-deployment opportunities being
offered to encourage staff who are persistently on long-term sick leave to
move jobs.
No action points were developed in relation to sickness absence amongst the other
groups, who felt absence levels to be low.
5.5. 7	 General stressors
Further suggestions put forwarded, included:
• The introduction of some sort of appraisal system to pick up on poor work
performance in Children's Residential
• Better availability of training and equipment, including IT (jersonal laptops
and internet access) and NVQ training for Administration Workers
• Better control of budgets in Children's Residential
• That the highlighting of names of Social Workers not meeting their timescales,
be done in a more sensitive way
• A regularly updated directory of 'resources' available for Social Workers
• On-going training involving all partners in 'corporate parenting'
• More advice and policy guidance in respect of potentially violent situations
• That Social Worker's work environments be appraised and improved where
necessary
• For Administration Workers that hours that cannot be claimed back via
flexitime, can be carried forward or payment made in lieu
These 'points for action' were presented to the Departmental Management Team in
January 2003. At times the discussion was lively as managers defended their
positions, pointing out where staff had got things wrong, for example, the reported
highlighting of names of social workers who had not met their targets, which the
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manager claimed was not longer carried out. However, during the course of the
discussion the researcher pointed out that as stress is a perception, even where staff
where under misapprehensions, these could still be a source of stress and as such
needed to be dealt with, even if this only involved clarifying the issues. The
Departmental Management Team, took the 'points for action', to go back to the staff
where appropriate, and develop 'action plans'. This stage took from January - June, a
period of nearly six months.
The Departmental Management team presented draft action plans the Steering Group,
in June 2003, which represented the translation of the 'points for action' into proposed
actions, to be agreed with Senior Management (for a sample copy of an Action Plan,
see Appendix 4). At this meeting the managers responsible for each of the four focus
groups reported that following the presentation of the points for action they had gone
back to the groups to clarify some of the points arising. In this respect the managers
reported that they felt the points for action were a useful starting point for these
meetings. The managers reported that in some cases, points for action had arisen
because staff were misinformed, or not aware that these issues were already being
addressed, and consequently once the issues were explained to staff; staff no longer
felt that further action was required, e.g. that the Recruitment and Retention Working
Group had already been set up to look at staffing levels. At these meetings, the points
for action were prioritised, and, where possible some issues, for example, ordering
Dictaphones for the Social Workers, were dealt with immediately.
Managers reported that they felt that the focus groups had been productive because:
issues had been brought to their attention, which, in some cases, they were previously
unaware of; they were able to clarify misconceptions; staff could talk and be listened
to by an independent person; and they enabled managers to improve staff morale by
dealing with some of the issues straight away, although some matters would
inevitably take longer to sort out. However, they were concerned about: how the
project could be rolled out to other areas within the division without an independent
person to facilitate it; that some staff used the meetings to air their personal
grievances, which could skew the results; that staff may have exaggerated problems;
that some of the major issues (e.g. lack of staff) could not be dealt with in the short-
term; and that staff would always find something to grumble about.
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6.0 Phase Three - Evaluation of the Process (Figure 2, Box F)
Increasingly there is a demand for evaluation work funded by public agencies to
become more focused on demonstrating effectiveness (Wimbush & Watson, 2000).
"Evaluation is about collecting information to inform action" (Springeft, 2001,
p.144). The World Health Organisation recommends that a mixture of process and
outcome data is used to evaluate all health promotion initiatives. In this respect, the
process can be seen as important as the content of health intervention itself (Saksvik
et al., 2002; Goldenhar et al., 2001). However, despite these recommendations,
Baranowski and Stables (2000) assert that process evaluations are infrequently
conducted. "Understanding the process of an intervention ... is of great importance
in its own right, but is also essential to build the evidence on which 'success' is
determined" (Nutbeam, 1998, p.39). Process measures can highlight what worked
well and what did not, and in what context and therefore can be reflective (Parry-
Langdon et al., 2003; see also Hulscher et a!., 2003; Saksvik et al., 2002; Baronowski
& Stables, 2000; Israel et al., 1995). Combining quantitative and qualitative
techniques to answer different research questions is therefore important. It is only
through this understanding that the conditions which need to be created to achieve
successful outcomes can be identified (Nutbeam, 1998). Otherwise it would be
impossible to identify whether a programme failed because it was the wrong
programme, was badly implemented, or whether it was a success in ways not
anticipated (Pariy-Langdon et al., 2003; Hulscher et a!., 2003; Nutbeam, 1998). In
this regard, Hulscher et al., (2003) found that many features of interventions are not
fully described in publications, or not provided at all. Nutbeam (1998) asserts that
key questions which can be asked in this respect are:
•	 Did the programme reach all (or an optimal number) of the target population?
•	 Is the programme acceptable to the target population?
• Was the programme implemented as planned?
• Did the programme work?
•	 Can the programme be repeatedlrefined?
•	 Can the programme be widely reproduced?
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Baranowski and Stables (2000) add further components to this list, including;
explaining the context of the programme; barriers to implementing the programme;
the recruitment and maintenance of participants; and the resources available to the
programme. For example, key findings in a process evaluation of seven different
individual and organisational interventions in Norway, identified some key 'learning'
points. There was a tendency for lots of new projects to be initiated, with very few
follow-up measures and further assessment, leading to 'project fatigue'. Generally,
there were negative associations with previous intervention experiences. Additionally
there were cultural barriers which resulted in employees seeing the manager as being
responsible for improving things, whilst they sat in judgment or complained about the
lack of effort. Managers' preferences were for individual, rather than organisational
interventions, whilst: the bureaucratic nature of the organisation; reorganisation
within the organisations; and lack of resources available to Implement Interventions
led to managers feeling that the project was a waste of time (Saksvick et a!., 2002). In
this study, the effects of the interventions to reduce stress were found to be modest
with Saksvick et al (2002) asserting that ongoing structural changes, together with the
complexity of the modem working environment made the longitudinal studies
difficult. To improve intervention effectiveness they recommended taking advantage
of ongoing changes within the organisation to conduct natural experiments, using
mixed methodologies to evaluate the results.
There are many different interpretations of what constitutes success and value in
health promotion programmes, including the perspective of the population who are to
benefit from the intervention that may place considerable value on how the
programme is conducted, particularly whether it is participatory and it addresses the
priorities they have identified (Nutbeam, 1998). Baranowski and Stables (2000)
assert that each component of an evaluation can be thought of as having both
qualitative and quantitative aspects, with Nutbeam (1999) adding that "the most
compelling evidence of effectiveness comes from studies that combine different
research methodologies quantitative and qualitative" (p. 100; see also Saksvick et
al., 2002; Springett, 2001). In this respect, focus groups can be used to inform the
qualitative aspect of process evaluations and are useful as a component in
triangulation. Benefits of using focus groups include their ability to: develop specific
procedures for components of an intervention; measure acceptability of a programme
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amongst the target group; explore the reasons for participation or non participation;
identify barriers to effective implementation; and explore the role of the programme
implementers (Mitchell & Branigan, 2000). Additionally case studies can be used,
which involve the detailed analysis of selected sites or clients, and ethnography which
relies on observation and unstructured interviews (Harrell et al., 1996). Qualitative
designs for evaluation include experimental and quasi-experimental designs (Harrell
eta!., 1996).
Whilst the emphasis in health promotion is on results, given the complex and distant
relationship between the usual health promotion activities and health outcomes
(Parry-Langdon et a!., 2003), together with the scarcity of evidence, it is important to
focus on change in three different types of health promotion outcomes (Nutbeam,
1998). These include: improved health literacy (e.g. knowledge relevant to the
problem of interest, self confidence, empowerment or participation in health
promotion programmes); changes to policies and organisational practices; and
changes to social norms or actions, which can increase people's control over the
determinants of health. Within this framework, two key questions can be asked -
whether change can be seen and whether this observed change can be attributed to the
intervention.
In summary, process evaluation seeks to find out how well (or not) an intervention
works and why the intervention or aspects of the intervention were successful, or
otherwise (Parry-Langdon, 2003; Baranowski & Stables, 2000). However, the
literature on process evaluation establishes that carrying out process evaluations is far
from straightforward (Saksvik et a!., 2002). "Process evaluation data is most useful
when it is collected and analyzed in conjunction with outcome data" (Israel et a!.,
1995, p.369). Unfortunately it is impossible to answer all of the process evaluation
questions raised above at this time, as SSD2 will only be in a position to implement
the action plans in July, 2003. Consequently any evaluation of the success or
otherwise of the interventions is outside the scope of this thesis, because a period of at
least six months would need to elapse before any potential changes could be
appraised. Not withstanding this, key process evaluation questions which can be
addressed at this time include: did the programme reach all (or an optimal number) of
the target population?; what barriers were encountered in reaching the participants
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and implementing the programme?; what was the context of the programme?; was the
programme acceptable to the target population?; what were the resources available?;
was their evidence of any health promotion outcomes?; and was the programme
implemented as planned? (Parry-Langdon et a!., 2003; Baranowski & Stables, 2000;
Nutbeam, 1998). The answers to these questions will be discussed below.
6.1	 Results - Evaluation of the Process
Put simply, evaluation is about measuring the worth or value of something.
"In the context of health and health promotion, evaluation allows
professionals to reflect on all aspects of a programme to judge is merits and
service against a standard of baseline of acceptability" (Kenny et al.,
1998).
Coghan & Brannick (2001) assert that in action research engagement with others
yields data, in other words:
"asking an individual a question or observing him at work is not simply
collecting data but is also generating learning data for both you, the
researcher and the individual concerned" (j.9O).
In this respect, Saksvik et al (2002) detailed the steps they included in their process
evaluation: (1) pre-intervention study; (2) pre-intervention interviews; (3)
interventions; (4) observations and participation in the interventions by researchers
and instructors; (5) post-intervention survey; (6) post-intervention interviews; and (7)
follow-up studies. Consequently, following Coghlan & Brannick (2001) and Saksvik
et al (2002) the process evaluation of this study involved a combination of: pre-
intervention interviews and pre-intervention data collected via the HWQ; observations
and participation in the interventions by the researcher; and the focus group meetings
(which were considered to be the interventions).
Within the HWQ there were several 'open questions' relating to working conditions
within the unit. The final question was 'any other comments' which was included to
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allow staff to comment freely on any issue they chose, and in this regard a number of
respondents used this opportunity to comment on the research process. The responses
to this question were coded in terms of themes (Gomm et al., 2000) and those themes
which are considered relevant to the process evaluation are discussed under the
relevant evaluation questions, as follows:
6.1.1	 What was the context of the programme?
The background to the project has been discussed above, with staff reporting that the
most difficult aspects of their job were: too much work to do in too little time;
challenging behaviour from service users; and a lack of staff. However under the
'any other comments' question, further issues brought up relating to the context of the
interventions, were: the number of changes that the organisation was undergoing; the
fact that whilst changes are taking place, it can cause distress to both staff and service
users; the lack of trust and blame culture within the organisation; and a call from staff
for more support at times of change.
"The Department is constantly changing everything. How can they put out
a questionnaire about wanting to improve staff morale when they have
caused so much distress to staff' (Male, full-time, Adult Services Division -
SSD2)
"Local government is undergoing rapid and sign fIcant change.
Organisations and the managers are, in these circumstances, severely
challenged to be successful without serious damage to employee 's health"
(Male, full-time, Adult Older Division, SSD1)
"All staff are unsure as to how the changes with SSD will affect their
individual jobs... not sure how this will affect me. As a single parent
obviously the financial implication is a major concern for me" (Female,
full-time, Directorate & Support Services, SSD2).
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"I've never know an authority like this that tries to control your every move
- doesn 't trust and doesn 't listen" (Female, full-time, Directorate & Support
Services, SSD2).
"Consultation and communication I feel are generally well adhered to at
grass roots level.., however, this is not always the case with Senior
Management who are all too willing to apportion blame and appear to have
very little understanding of the dtfficulties the job entails" (Male, full time,
weekly paid, Adult Services Provision, SSD2).
"The current climate in [SSD1] is in my view very unhealthy. Staff are
being made the subject of bullying and blame/harassment. This is affecting
stress levels and creating a dangerous environment where people are
frightened to admit mistakes and client 's needs are lost due to focus on
procedures and resources issues" (Female, full-time, Children & Families
Division, SSDI).
6.1.2 Did the programme reach all (or an optimal number) of the target
population?
The overall response rate to the questionnaire was 32.7% (n = 1,234), comprising
81% female staff(n = 1,000), and 19% male staff (n = 228), therefore, the survey did
not reach the optimal number of the target population. Possible reasons for the low
response rate are discussed below. Four groups (n=19) took part in the focus groups,
two of the groups (n=6 & n5) took place during regular meeting slots, and two
groups took place during lunch times (n5 & n=3), with sandwiches provided by the
Department.
6.1.3	 What barriers were encountered in reaching the participants and
implementing the programme?
Considering why there were problems in reaching the participants with the
questionnaire, again issues were highlighted in the 'any other comments' question.
Key themes that arose in this respect were; that staff were skeptical about any
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difference that filling in the questionnaire would make; had no time to fill in the
questionnaire; and that questionnaires had been filled in previously without any
obvious resulting changes.
"I have struggled with whether or not to complete this questionnaire, as all
I feel is that I complete these questionnaires and fail to receive any
feedback" (female, full-time, adult services provision, SSD2)
"If this survey is simply about establishing that staff in the organisation are
stressed, dissatisfied and unhappy then it is a waste of time and effort. ft
must translate into some realistic, specfIc achievable outcomes otherwise it
will be just another survey dismissed as a Unison backed whinge about how
hard done to their members are" (Male, full-time, Children & Families
Division, SSDI).
"I am confident that this will have no useful outcome for individuals
working for the department. It is just another paper exercise" (female, part-
time, Children & Families division, SSD2)
"No time to complete this part got to go to court" (Male, full-time, no
division stated, SSDI
"Taking time to fill in questionnaires is an addition I could do without!"
(Female, part-time, Adult Older Division, SSD1)
Additionally, the questionnaire was eight pages long and required both time and a
reasonable level of literacy to complete. Given the pressure of work experienced
within the department, and the fact that some staff were in positions requiring minimal
literacy skills, these factors almost certainly contributed to the low response rate.
Looking at the implementation process, in both organisations the actual
implementation of the surveys was unproblematic. Questionnaires were attached to
payslips and circulated throughout the Departments. However, translating the results
of the surveys into actions and implementing subsequent interventions was more
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problematic and is discussed below under the heading 'was the programme
implemented as planned'.
During the focus group phase of the research, where focus group meetings took place
during weekly meeting times, as was the case with two of the groups, there were few
barriers encountered in reaching the participants, other than where pressure of work, or
lack of staff, dictated that the meetings could not take place. However, where staff
were giving up their lunch times it was sometimes more difficult, as in addition to
pressure of work, or lack of staff, personal commitments (such as shopping, especially
towards Christmas) sometimes took precedence over aftending the meetings.
Consequently, there were frequent cancellations, necessitating the re-arrangement of
meeting times, which meant that a total twelve focus group meetings took nearly three
months to conduct.
6.1.4	 Was the programme acceptable to the target population?
Discussions with key stakeholders and staff in SSD1 indicated that some sort of stress
audit would be extremely welcome, because of the high levels of stress-related
absence within the Department, with staff reporting that they would value the chance
to be involved in such a project. Additionally, responses to the 'any other comments'
question indicated that a number of staff were pleased to be taking part in the survey
and looking forward to receiving feedback, although some respondents felt that the
questionnaire was not precise enough:
"Very pleased these have been sent out. Hope it makes social services
aware staff are not as happy in their jobs as they make out and a lot could
be done to improve job satisfaction" (Female, part-time, Adult Services
Provision, SSD2)
"Thanks for a comprehensive questionnaire I hope it results in a change
of attitude by senior managers towards the lower scale staff' (Female, full-
time, Directorate & Support Services, SSD1)
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"I hope we get some feedback on this questionnaire" (Female, full-time,
Children & Families Division, SSD2)
"I would like to know the outcome of this survey" (Female, part-time,
Adult/People with Special Needs Division)
"A totally undifferentiated questionnaire is not precise enough to deal with
specfIc problems... in order to address important issues you need to know
where they are coming from and who is raising them" (Female, part-time,
adult assessment and case management, SSD2)
"Some of these questions do not lend themselves to an understanding of
constraints experienced by staff in frying to fulfill social service roles/tasks"
(Male, full-time, Adult Older Division, SSD1).
Therefore, the low response rate may indicate that whilst a percentage of staff were
interested enough to completing the survey, others may not have been. Moreover, the
means of assessment i.e. the questionnaire may not have been entirely suitable, given
the reasons outlined above.
The focus groups, generally seemed much more acceptable to the target population,
with groups making time to attend the meeting, despite their extremely heavy
worldoads. One support workers commented after our second meeting:
"Even this is support for us. We know you 're listening to us and you 're helping
us to get ii together as to where to go really and how to put it across. " (Female,
support worker, Children & Families Division)
However, one group found it extremely difficult agreeing what they wanted to include
in their action plan, primarily because they did not have the time to spend discussing
it as a group, outside the time that we spent in meetings, which were actually their
official lunch times (see Coffey 2002a). This group was also extremely concerned
about any potential repercussions that could have result because of their negative
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comments. As a result, they wanted the following statement included in their action
plans.
"Whilst we appreciated the opportunity to take part in this piece of work,
we had actually found it very stressful in itself Whilst we had been given
time and cover of our posts to undertake the meetings with Margaret Coffey,
we were not able to get together to work on the feedbacks.
The final feedback session was extremely dfJIcult as we were working at the
same time, answering the counter, phones and dealing with Social Worker 's
problems. We actually felt very guilty at doing this work when we knew we
were needed to do our jobs. No-body complained, but we felt we were
letting them down, and we knew people were wondering what we were
doing.
Whilst we were given to understand that this exercise had the support from
the highest level of the organisation, there were occasions when there was
limited evidence of that support on a local basis, and this in itself created
additional stress and guilt on the staff undertaking the task" (271111 January
2003).
6.1.5	 What were the resources available?
£15,000 was secured by SSDI from Merseyside Health Action Zone to support the
project for a two year period. An additional £5,000 was secured by SSD2 from the
same source, to carry on the project for a further twelve months in order to develop
interventions from the grounded research baseline that was established. These funds
were expressly to cover the researcher's bursary throughout the three-year period,
although in this respect they were insufficient and the university supplemented the
shortfall. Moreover, within both SSDs, no specific resources were set aside to
implement the interventions. Mindful of this, the 'points for action' that were
developed in SSD2, focused as far as possible on interventions involving minimal
costs, although at the same time issues such as staff shortages were highlighted.
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Additionally, very little time was actually allowed for the focus group meetings. Two
of the groups used their lunch times (although sandwiches were provided by the
department), while the other two groups used regular meeting slots. The general lack
of budgetary and time resources were major limitations of the research, since where
issues were identified as being stressful to staff (e.g. lack of IT equipment) funds were
not available to address them, and time to discuss the issues was limited. In this
respect, some staff within SSD2 reported that resources were extremely scarce within
the department, resulting in: poor equipment and equipment maintenance; and
cutbacks in the services.
"IT systems, equipment and repair are very poor. Often we have no
printers, staff cannot access equipment and nothing seems to change. Every
development, review or change is done as a no cost exercise - this is
unrealistic and should be addressed before we commit to making changes"
(Female, full-time, salaried, Adult Assessment and Care Management,
SSD2)
"Social services for families of children with disabilities have been
drastically reduced resulting in family breakdowns and parents under
stress. This results in front-line staff being burdened with their problems
without any support from 'above'. This team feel totally undervalued and
social workers have left in droves, resulting in total chaos for families and
remaining staff We are now expected to take extra responsibilities (without
training) and for no extra pay."(Female, part-time, salaried, Children &
Families Division, SSD2)
"ft 's sad that my last month of work is seeing it all go down hill. It used to
be a happy department, but lack of money has seen it all go. Nobody seems
to thinking of the old folk that we serve" (Female, part-time, Adult
Assessment and Care Management, weekly paid, SSD2)
However, given that resources are habitually scarce in the public sector, one of the
strengths of this project lies in the fact that the areas most in need were identified by
the survey, therefore future spending could be targeted more efficiently.
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6.1.6 Was there evidence of any health promotion outcomes?
As stated above, health promotion outcomes can include improved health literacy;
changes to policies and organisational practices and changes to social norms or
actions, which can increase people's control over the determinants of health
(Nutbeam, 1998). In this respect, the author feels that working closely with senior
management, the Health Unit, and the Sickness Absence Monitoring Committee was
influential within SSD2. The author had the opportunity to address the issue of
feedback to the staff, although the feedback was limited to raising awareness of the
services available from the Health Unit (see Appendix 5). This was in response to the
open question - 'A Health Unit providing occupational health and safety has been set
up. What services would you like to be available?' The response to this question
highlighted the limited knowledge that staff had about the Unit, which the feedback
sought to address:
"Don't know enough about services available to comment"
"Firstly what are they (here for? No information about what is available"
"Leaflets telling people what the health unit is and what is pro ded there"
Additionally, the researcher was instrumental in instigating a 'leaver's questionnaire'
(see Appendix 6), which was developed following recommendations from the
Employers Organisation for Local Government (2002) and Audit Commission (2002)
which urged authorities to use exit interviews and leavers questionnaires as an aid to
improve recruitment and retention. The author identified Oxfordshire County Council
(0CC) as having received a best practice award for their Leaver's Questionnaire
(Joint Reviews, 2000) and following discussions, 0CC very kindly made the
questionnaire available for our use. In conjunction with the Steering Group, this
questionnaire was subsequently tailored to meet SSD2's needs, and adopted for use
within the Council in April 2002. This represents a change, albeit a modest one, to
policies and organisational practices within the organisation, which the author
anticipates will result in a feedback or loop system, whereby issues within certain
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areas of the Department, such as bullying or poor working practices, can be picked up
and acted upon quickly.
The author also feels that in terms of improving knowledge relevant to the problem of
interest, i.e. health literacy, within the project it was possible to raise awareness
amongst key figures in SSD2 about issues such as: using problem diagnosis (either by
questionnaire, or focus groups) to inform stress management interventions; using
participatory action research; or using best practice guidelines to inform actions (e.g.
leaver's questionnaires). However, it is difficult to assess whether 'social norms'
were influenced as a result of the programme.
6.1.7 Was the programme implemented as planned?
In SSD1 phase one of the project, which incorporated the development of the
questionnaires, their distribution, and subsequent analysis went according to plan and
a report on the 'healthy work' questionnaire was presented to the Assistant Director,
and Steering Group in May 2001 (11 months after the project was begun). However,
the 'translation phase', which involved: the identification of priorities; investigation
of options for action; and assessment of resource implications did not.
The primary reason for this was that the Director of Social Services was not directly
involved in the project, although reportedly he was aware of its existence and gave it
his full support, arid when the Assistant Director went on long-term sick leave
responsibility for the project was passed to the Service Manager for whom the project
was not a priority. Disappointingly, the remaining members of the Steering Group
did not have sufficient power to translate the assessment results into concrete
intervention plans, despite a considerable amount of pressure from the Union and
University alike. The reason for the lack of support from the Director was never
openly discussed, as throughout this difficult period we were assured of his support,
although these verbal assurances never materialised into actions. However, it seems
likely that as the tone of the report was generally negative, highlighting the difficulties
that staff were experiencing, it could potentially be seen as damming, therefore
politically it may not have been in the Directors best interest to publicise these results
to the Elected Members. It is interesting to note at this stage that the Union
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Representative had warned at the outset that any negative findings would be 'buried',
and in a subsequent telephone conversation, said "I didn 't want to say 'told you so',
but I'm not surprised".
As a result of the inability to move past the baseline report in SSD1 the University
and the researcher contacted SSD2, with whom they had worked previously. At this
stage the 'problem diagnosis' tool was already developed, and the researcher was able
to provide an example of the type of report that the Department would be getting.
This enabled the researcher to reassure the Director that although the results would
most likely be negative, this information could be used in a positive way to inform
actions to reduce or eliminate some of the stressors and target resources within the
Department. The author, having reflected on the limitations of the previous project
was careful to be more precise about the exact nature and potential outcomes of the
project and ensured at an early stage that the Director of the Department was fully
aware of all aspects of the process. An added advantage was that I-IAZ funding was
still in place, so the survey and subsequent report could be carried out at no charge to
the Department. Additionally, a large amount of HAZ funding had already been
obtained by the Department to fund an internal Health Unit, whose terms of reference
were to improve the health of the workforce. Therefore in this instance the Steering
Group was already in place and active within the organisation, which provided an
existing framework which the project fit in well with.
Following the survey and presentation of the 'Healthy Work Report' in June, 2002,
SSD2 was keen to translate the findings into actions. In this respect, they secured
additional funding so that focus groups could be set up within Children & Families
Division to work in a participatory way with the researcher to develop intervention
plans aimed at reducing or eliminating stress. Four areas of Children & Families
Division were chosen, with three focus group meetings proposed in each instance (as
outlined above). This phase of the programme implementation went to plan, although
progress was slow because of difficulties getting all the group members together for
meetings, due to pressure of work.
A draft report of the focus groups 'points for action' was presented to the Director of
Social Services and the Steering Group in early February, 2003. At this stage the
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implementation programme was going to plan, however, again, the 'translation' of
these 'points for action' into 'action plans' was extremely slow. As a result, the
implementation of any proposed interventions was set for July 2003 and therefore
evaluation of their success or otherwise will not be feasible to conduct until early
2004, which is outside the scope of this thesis.
The two main reasons for this phase of the project being so slow have been firstly
(according to one of the senior managers) because "things move slowly around here!"
This seems to be the nature of public sector bureaucracies, however, the author feels
that given the nature of the focus group results, which were generally unfavorable of
the organisation, an alternative explanation could be that it might have been difficult
for managers to take on board and act on what may have seemed like criticisms.
Secondly, the Union (who are particularly militant) did not want the focus group
report to be acted upon, because they said the focus groups had been set up without
their agreement or without prior consultation, which was not the case. This gave the
Departmental Management Team an excuse to delay taking action, and it was only
following lengthy discussions with the Director of Social Services, that the
Departmental Management Team were advised to act on the results of the focus
groups. It is difficult to fully understand what led to this chain of events. The Union
had been fully appraised of the plans to conduct focus groups when they were given a
presentation of the Healthy Work Report (and indeed given a copy of the PowerPoint
presentation to take away). Additionally, any interventions arising out of the focus
groups were in the interests of the staff (mostly union members), which makes it hard
to understand why the Union would take such a stance. The only explanation that can
be put forward at this point is that perhaps the Union felt that their collective
bargaining system had been compromised by the researcher (Kristensen, 2000), and in
some way felt threatened enough to jeopardise any potential interventions arising out
of the previous twelve months work.
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CHAPTER SEVEN - DISCUSSION
7.0	 Introduction
This study was carried out in three phases. Firstly, the baseline survey was used to
identify what stressors were impacting on social service staff and the potential
impacts these were having in terms of mental well-being and job satisfaction. This
phase also sought to identify which groups, if any, were worst affected by these
stressors. The second phase used focus groups in the most severely affected division
in order to work out an effective interventionlrange of interventions in a participatory
way from the research baseline already established. The third phase of this research
was a process evaluation, which was used to identify: what worked well, what did not
and in what context; to inform the literature on change management, which tends to
give the impression that change is relatively simple, as long as an organisation sticks
to recommended recipes; to identify any successes that were not anticipated; and
finally, to build evidence concerning the conditions which need to be created in order
to achieve successful outcomes and improve intervention effectiveness. This
systematic process follows recommendations which call for approaches to stress
management that seek to identify stress problems, look for evidence about cause and
effect, make informed decisions about interventions, and evaluate the results (see for
example, Briner, 2000; International Labour Organization, 2000). As the research
was carried out in three phases, it is considered appropriate to discuss each theme
separately, drawing the overall findings together in the conclusion.
7.1	 Discussion of the survey results
The results indicate that stressors impact differently on salaried and weekly paid staff
and between the four major Divisions within the two SSDs. Looking firstly at why
there may be differences between salaried and weekly paid staff, one of the major
differences between these two groups is that the majority of weekly paid staff in this
study worked part time (69° a), compared to the majority of salaried staff (79%) who
worked full time. In this regard, full time working has been found to be uncommon
amongst weekly paid homecare staff, whilst almost all managers and field social work
staff have been found to work full time (Balloch & McLean, 1999). Levels of pay
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and education may also be a contributory factor, although findings in this respect are
equivocal, with the Bristol Health at Work study concluding that those earning more
than £20,000 pa reported significantly more stress than those earning below this level
(see also Bourbonnais et al., 1996), whilst Gardner and Oswald's (2002) research
claims that higher levels of earnings seem to contribute to lower levels of mental
stress in later life.
Additionally, social services is a highly fragmented industry, operating in different
settings, for different providers, with users ranging from small children to the very
elderly (Eborall & Garmeson, 2001). As a result, there are a wide variety of different
types of jobs carried out within each of the four separate divisions, the most obvious
distinction being between homecare workers, and social work staff. In this respect,
the literature highlights that the main difficulties reported by social workers are the
fact that social work is reported to be in a state of crisis, being both under-funded and
understaffed (Postle, 2002; Davies, 1998), resulting in: a lack of resources (Postle,
2002; Jones, 2001; Storey & Biilingham, 2001; Bradley & Sutherland, 1995); time
pressures, including bureaucracy and paperwork, which often have to be done at
home; the difficulties dealing with child protection cases (Cresswell & Eth-Cozeas,
1999; Bennet et al., 1993; Jones et al., 1991); fear of getting it wrong (Eborall &
Garmeson, 2001); poor pay levels; (Taylor, 2000); poor public perceptions, and
negative media coverage of social work (Eborall & Garmeson, 2001; Storey &
Billingham, 2001) and low job satisfaction (Eborall & Garmeson, 2001).
Additionally, staff in management positions are likely to have a greater degree of
responsibility for others, which is a critical factor identified as being a potential
source of stress, especially in public sector organisations (Cooper, 1996; Bacharach &
Bamberger, 1992). Homecare workers, on the other hand, report difficulties due to;
working in unsafe homes; the significant shift in responsibilities from domestic care
to personal care (Community Care, 2003c; Unison, 2001; Bradley & Sutherland,
1995); poor pay; working in isolation; often having to deal with difficult clients
without support; and the high level of emotional involvement with highly dependent
clients (Bradley & Sutherland, 1995), which Zapf et al (2002) found to be predictive
of all burnout variables.
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This study is unique, as the organisational constraints scale, which had not previously
been used within social services, was used to ascertain the nature and level of
constraints negatively impacting on task performance. Findings indicated that
salaried staff reported significantly more constraints than weekly paid staff, at 24.37
compared to 18.85. For salaried staff, levels of constraints are high, at 24.37, as
norms published by Spector (1998) report 21.30 as an average level of organisational
constraints. Conversely for weekly paid staff levels of constraints are lower than the
published norms, at 18.85. Both salaried and weekly paid staff working with Children
and Families reported the highest levels of organisational constraints within the tvo
SSDs, at 25.07 and 23.00 respectively. This could be a factor contributing to the
increasing levels of turnover and recruitment difficulties amongst this group
(Employers Organisation, 2002; Social Services Workforce Study, 2002). For both
salaried and weekly paid staff the most reported constraint throughout both SSDs was
'interruptions by other people', affecting over one third of staff 'several times per
day', followed by 'conflicting job demands', affecting 14% of staff 'several times per
day', and 'poor equipment or supplies', reported to be affecting 8% of staff 'several
times per day'. Looking at these in turn, Zijistra et al (1999) found that interruptions
were generally found to have a negative impact on the state of the person, in the sense
that "the emotional feeling became less positive and well-being diminished" (p.183).
In addition, their research found that interruptions caused an increase in 'effort
expenditure', therefore when the number of interruptions grow, levels of effort rise
and time taken to re-start a task become longer, leading to decreasing motivation and
growing mental fatigue.
Conflicting job demands are one of the critical factors identified in the literature as
being a major source of potential stress (Cooper, 1996; Spurgeon & Barwell, 1995).
The Workforce studies found that role conflict and control were frequently associated
with stress, with staff receiving contradictory instructions, having responsibility
without power, or being overwhelmed by users' problems and disagreement about
good practice (McLean, 1999). Additionally, given that the biggest single reason for
people joining the public sector is to make a difference, social care workers may
understandably feel a sense of divided loyalty, or conflict, no longer being clear
whether they serve the needs of a bureaucratic organisation or the individuals in their
care (Postle, 2002). This places staff in a moral dilemma, and is highly frustrating
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(Eborall & Garmeson, 2001; Jones, 2001). It is perhaps predictable however that
conflicting job demands reportedly affected so many staff, as the public sector is
characterised as having a broad range of stakeholders, with sometimes conflicting
interests and complex objectives, i.e. not being driven by a single goal such as profit,
being substantially influenced by politics and having groups of professionals working
within them who demand relatively autonomous working conditions, e.g. social
workers (Lawler & Hearn, 1995).
Poor equipment or supplies may well be a result of the drive towards efficiency,
effectiveness and economy which characterise the changes that have taken place in
the public sector over the last two decades, including Best Value (Bennett, 2002;
Lawler & Hearn, 1995). In previous studies, lack of resources, was the most cited
stressor amongst social workers (see above) and inadequate or broken tools or
equipment have been found to lead to direct impairment of job performance and
execution (Fay & Sormentag, 2002). This study has contributed to this body of
knowledge by ascertaining that poor equipment or supplies are affecting 8% of staff
in social services several times per day.
Related to this were the comments provided to the open question, 'what was the most
difficult aspect of yourjob'? The most difficult aspect reported was 'lack of time and
rigid timescales in which to do the job properly', followed by the interface with
service users 'issues around their various needs, especially in terms of challenging
behaviour, abusive demanding clients, dealing with life/death situations, taking
people's liberty away etc'., and 'lack of staff to cover the workload'. Lack of time to
do the job properly, or work overload, is one of the main causes of stress identified
throughout a wide range of occupations (Burbeck et al., 2002; Tudor, 2002; Gillespie
et al., 2001; Spurgeon & Cooper, 2001; Cox et al., 2000; Smith et al., 2000b; Cooper,
1996; Spurgeon & Barwell, 1995), including social services (Pousette & Hanse, 2002;
Eboral! & Garmeson, 2001; Jones, 2001; Bradley & Sutherland, 1995). In this
respect, in this study psychological job demands were found to be significantly
positively correlated to GHQ-12 score (r = .394, p<O.Ol), demonstrating a positive
relationship between high job demands and poor well-being. Previously, significant
correlations between depression levels and levels of stress caused by overwork were
reported amongst staff dealing with child protection issues (Cresswell & Firth-
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Cozens, 1999). Moreover, unmanageable workloads, together with a sense of being
overwhelmed by bureaucracy, paper work and targets were among the six main
factors identified by the Audit Commission (2002) underpinning people's decisions to
leave, which is worrying, given the recruitment retention difficulties the public sector
is facing.
The interface with service users was found to be the second most reported difficulty in
both SSDs, with social work, by its very nature, involving crisis situations demanding
immediate attention. These findings support recent research which highlights four
main reasons for this, including; the development of consumerism and threat of
complaints or litigation; the blurred boundaries between health and social services;
the increase in violence and abuse towards staff; and the stricter eligibility criteria
which means that service users are presenting with more difficult and problems than
was previously the case (Postle, 2002; Eborall & Garmeson, 2001; Jones 2001;
Balloch 1999a; TUC, 1999; Bafloch 1996).
Lack of staff was also a key concern amongst staff in both SSDs, which is
undoubtedly at the root of the work overload reported above. In this respect,
throughout the public sector recruitment and retention difficulties have been
highlighted (Audit Commission, 2002) with social services reporting an average
vacancy rate of 9.4%, whilst about two thirds of their employees are aged over 40
(Social Services Workiorce Study, 2002). However, vacancy rates have reportedly
fell between 2000-2001 by between .5% and 5%, except in children's residential
manager and supervisor posts where the vacancy rate increased by over 2%.
Additionally for care employees working in children's residential establishment the
turnover rate was l5.3°o, compared to a turnover rate of between 8% and 13% for the
other occupational groups, and the worst affected group in terms of recruitment and
retention were field social workers who work with children and families (Social
Services Workforce Study, 2002). The pressure exerted by BY to be competitive and
efficient may well be exacerbating problems with heavy workloads and lack of staff,
as highlighted by these findings.
In order to address these difficulties, the respondents suggested that: more staff should
be employed; there should be more support and understanding of working conditions
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and the nature of the job; and that more training should be available to help staff in
their roles. The findings in these two SSDs indicate that the main difficulties
reported, together with the solutions put forward to lessen these burdens, all basically
reduce down to one main problem, i.e. lack of resources.
These issues, coupled with the high level of constraints would seem to be affecting
levels of job satisfaction, which were considerably lower than mean job satisfaction
levels in a large survey of local authorities (n = 4,442), at 4.19 in this study compared
to 4.35 (Mullarkey et al., 1998). These results were also considerably lower than
mean job satisfaction levels reported in the Workforce Studies, which were 4.65 for
social service staff in England (McLean, 1999). Job satisfaction and dissatisfaction
are dependent on factors to do with the workplace, in addition to factors to do with the
individual (Spurgeon & Barwell, 1995). Looking at the results of this study, salaried
staff reported significantly higher levels of overall job satisfaction than weekly paid
staff; with the lowest levels of job satisfaction found in Adult People with Special
Needs Division and Adult Older Division, which would seem to be a reflection of the
fact that 89% of weekly paid staff work in these two divisions (n = 386). These
findings indicate that throughout both SSDs levels of job satisfaction are low,
however, "[a] quality service requires committed staff who obtain satisfaction from
their work" (McLean, 1999, p62). Whilst previous studies had found that most social
service staff experienced high levels of job satisfaction from their work, (McLean &
Andrew, 2000: McLean, 1999; Jones et al., 1999), this study did not. In fact these
findings suggest that job satisfaction has actually worsened, which is supported by
Gardner and Oswald (2001) who reported that job satisfaction had fallen in the public
sector over the past 10 years, at the same time as well-being has worsened.
By using the Job Satisfaction Scale (Warr, 1979) it was possible to advance the
knowledge on job satisfaction within social services, by finding out which aspects of
their jobs staff were very/extremely dissatisfied with. These were found to be: the
way the firm is managed; chance of promotion; rate of pay; industrial relations; and
recognition for good work. In this respect, intrinsic job satisfaction which refers to
people's affective reactions to features integral to the work itself (i.e. chance of
promotion and recognition for good work) was found to be significantly lower than
extrinsic job satisfaction (p<0.01), which covers features external to the work itself
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(i.e. the way the firm is managed, the rate of pay and industrial relations). In terms of
wages, the public sector has fallen behind the private sector, as years of pay restraint
under the Conservative government have been followed by two years in which wages
have been held back under Labour (Schifferes, 2002). Gibelman (2003) claims that
these pay differences are due to continued patterns of discrimination, with a recent
study by NASW (2003) finding evidence that the more a profession is dominated by
women, the lower the worker's average salary.
By using a variety of scales it was possible to carry out unique correlations between
the different measures in order to contribute to the current body of knowledge on job
satisfaction within social services. In this respect, overall job satisfaction was found
to be significantly negatively correlated to length of time working in the organisation;
psychological job demands; and organisational constraints, and significantly
positively correlated to: decision latitude (control); supervisor support; and co-worker
support. Previous research indicates that job satisfaction is a powerfully predictive
concept, with a large body of evidence suggesting that job satisfaction with pay,
prospects, colleagues, physical working conditions, the running of the section and the
way one's abilities are used are significantly associated with low le'e oc wo es
(Smith, 2000b). This study supports these findings, with GHQ-12 scores found to be
negatively associated with all aspects of job satisfaction (p<0.Ol), indicating that
reported high job satisfaction is correlated with better well-being (lower GHQ-12
scores). Lack ofjob satisfaction has also been reported to affect performance, morale
and commitment (McLean & Andrew, 2000; McLean, 1999). Whilst Spurgeon and
Barwell (1995) found length of service to be positively associated with job
satisfaction, with those who disliked their jobs tending to change them, in this study
the opposite result was found, with length of service found to be negatively correlated
to job satisfaction (p<O.O5). A possible explanation for this, could be the lack of
marketability of social work skills (Taylor, 2000), which has been cited as a possible
reason for the 'increasingly dispirited worker' to retreat into ill-health. However,
despite the low levels of job satisfaction, in response to the open-question, 'what is
the best part(s) of your job', the vast majority of staff indicated that spending with the
service users and developing relationships with them, and the sense of camaraderie of
being in a team with friendly work colleagues provided their greatest sources of job
satisfaction. Similarly, Peima et al (1995) found that working with people in a caring
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situation, together with the satisfaction of seeing improvements in their clients, were
sources of job satisfaction amongst local authority residential care workers in the
North West of England.
The GHQ-12 was used to identify those who were experiencing mental distress. The
high levels (mean for this study is 3.18) and proportion of staff 'at risk' (36%)
compares unfavourably to the results of the Workforce studies (see McLean, 1999)
where the overall rate in England between 1994/95 was 2.16. Gardner and Oswald
(2001) found that mental strain among British workers rose in the 1990s, with public
sector workers reporting a pronounced increase in measured stress, relative to private
sector employees. Likewise, amongst health care managers, stress (measured the
GHQ-12) was reported to be higher than managers in the British Household Panel
Survey, at 32.8%, compared to 2 1.3% (using 3/4 caseness cut-off) (Borrill & Haynes,
1999; see also Wall et al., 1997, Mullarkey et al., 1998), although amongst salaried
staff in this study, the rate was 40% using a caseness cut-off of 4, which is
considerably worse. In the current study, it was salaried staff who reported
significantly higher levels of mental distress than weekly paid staff. These findings
are similar to the Workforce studies, where managers and field social worker staff
reported levels of GHQ at 3.57 and 3.24 respectively, compared to homecare and
residential workers who reported levels of 1.71 and 2.67 respectively. Highest levels
of mental distress were reported in Children's Division, with both salaried and weekly
paid staff reporting mean levels of 3.92 and 3.68 respectively. This is comparable to
findings from the Workforce Studies where the evidence is that those working with
children and families had higher GHQ-12 scores than staff working with older people
(Balloch et al., 1999b). This evidence is further supported by a study of social
workers carried out by Bennett et al (1993), which reported:
"that those employed in childcare services had significantly higher siTess
outcomes, greater perceived stress from a variety of sources, and were less
able to distance themselves from these stresses than other groups" (p.41).
This trend seems to be reflected in the overall (self-reported) figures for absenteeism,
with salaried staff reporting more absence through illness than weekly paid staf1 and
Children's Division reporting the highest levels of sickness absence overall.
1 S7
However, the wording of this question seemed to confuse a large number of the
respondents, and as a result a lot of the responses did not make sense, therefore,
although absence data was analysed descriptively, it was not possible to carry out
correlations between absence variables and the main outcome variables. However,
the most recent report from the Employers Organisation (2003) on Local Government
indicates that nationally sickness absence was 4.5%, which had risen by around .3%
from 2000/01, however, in the North West these figures were 6.3% for manual
occupations, compared to 4.5% for non-manual occupations, although conversely in
this study, it is the non-manual, or salaried, occupations that reported significantly
higher absence levels than the manual, or weekly paid occupations.
Looking at the job content questionnaire (Karasek, 1979), psychological job demands,
control, and support were found to be significantly higher for salaried staff than
weekly paid staff (p<O.Ol). Job demands refers to work load, which is mainly
operationalised in terms of role conflict and time pressure (as discussed above), whilst
job control refers to the person's ability to control his or her work activities (Van der
Deof & Maes, 1999). In this respect, the perception of control is reported to be one of
the most important elements in the occupational stress process (Spector, 2002), as it
enables staff to deal with demands by taking personal action (Karasek, 1979).
Research indicates that, job satisfaction, mental health, and life satisfaction are
reportedly best predicted by a combination of job demands and decision latitude
(control) (McLean, 1999; Payne, 1999). Additionally, control is reported as being
important in stress, as well as new episodes of coronary heart disease (Bishop et al.,
2003; Burbeck et al., 2002; McLean 1999). In this study, men reported having
significantly more control than women, even in an organisation comprising 81%
women, which is comparable to Karasek et al's (1998) findings. This could be an
indication that women still tend to occupy less senior jobs then men, resulting in
lower levels of control in their jobs (Li & Wearing, 2002; The International Labour
Organisation, 2001); alternatively it could be a reflection of men's perception of their
levels of control. According to the JCQ control can buffer against the potentially
negative effects of high demands on health and well being (Van der Doef and Maes,
1999), although the results are equivocal (Spector, 2002). In this respect, in this
study, control was found to be higher amongst salaried staff than the published norms
and negatively correlated to GHQ-12 scores (p<O.Ol), and psychological job demands
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were also found to be higher than published norms and positively correlated to GHQ-
12 scores (J)<O.Ol). However, given the rate of caseness amongst salaried staff
(40%), it would seem that whilst the high levels of control may have had some
buffering effect on well-being, they do not appear to have been protective enough
given: the high psychological job demands; low levels of support; high organisational
constraints and low levels ofjob satisfaction reported.
Overall, support was found to be lower than the published norms throughout both
SSDs, although weekly paid staff reported significantly lower levels of support than
salaried staff. This may have been due to the large number of weekly paid staff
working part time, possibly as homecare workers, who are often isolated in their
work. The body of literature has shown that support from colleagues, and immediate
superiors, has been found to be associated with significantly lower levels of perceived
work stress (Levi & Levi, 2000; Smith, 2000b; Cooper, 1996; Spurgeon & Barwell,
1995). Additionally, low social support at work has been found to be associated with
elevated heart rates during the daytime, with the effect persisting throughout the
evening after work (Evans & Steptoe, 2001), and sickness absence (Kivimaki et al.,
1997). In this study support was found to be negatively correlated with GHQ-12
scores (p<0.0l), indicating that support is positively associated with well-being.
These survey results have highlighted that salaried staff have: higher organisational
constraints; higher levels of job satisfaction; higher psychological job demands;
higher levels of control, and higher levels of support than weekly paid staff, although
they have poorer levels of well-being. In this respect, correlations between GHQ-12
score and the reported scale outcome variables highlight that: length of time working
in the organisation; high psychological job demands and high organisational
constraints were associated with poorer well-being. However, overall, those working
in Children & Families Division reported the highest levels of organisational
constraints, poorest levels of well-being, highest levels of reported absence through
illness, with weekly paid staff from this division also reporting the highest levels of
psychological job demands and decision latitude (control) of their weekly paid
counterparts. These results indicate that interventions are necessary to support and
retain these much needed staff.
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This 'problem diagnosis' stage was crucial to identify where particular problems
existed, to what degree staff were being affected, and who was being affected.
Combined with the results of the open questions, this information provided a good
level of baseline knowledge, which was essential in order to develop and target ways
of improving the current situation. Additionally, this phase of the research has
contributed to academic knowledge by exploring the situation in social services since
the implementation of Best Value, which was aimed at improving local government.
In this respect, these results have indicated that within social services, especially
amongst salaried staff, the situation appears to have worsened rather than improved.
One example of this is job satisfaction, which was found to be negatively correlated to
length of time working in the organisation and to have deteriorated since the
Workforce Studies (especially amongst weekly paid staff working with older people).
A further example was mental well-being, which again was reported to have
worsened since the Workforce Studies (McLean, 1999). The organisational
constraints scale indicated that salaried staff were suffering high levels of constraints
(together with weekly paid staff in children's division). This scale, which had not
previously been used in social services, combined with the other scales in the
questionnaire, allowed unique correlations to be made between the main variables,
which add to the literature by providing a greater understanding of the precise nature
of the difficulties faced by social service staff. However, despite using a number of
open questions in the survey, this data could only provide a limited understanding of
the issues causing stress and in order to capture what was behind the facts and figures,
qualitative research, using focus groups were carried out in the worst affected
division, i.e. Children and Families Division (discussed below).
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7.2	 Discussion of the Focus Group Results
Focus groups have become an increasing popular way of gaining insight into
employees' experiences and can be used as a vital resource in identifying both
problems and solutions (European Agency for Safety & Health at Work, 2002;
Gillespie et al.. 2000). In this way focus groups are a particularly useful way of
involving staff in a participatory way in organisational change (Donaldson, 2002;
Kutek, 1998).
Four focus groups took part in this study, and ranged in size from three to six
participants, which equated with Kitzinger's (1999) assertion that in practice focus
groups can work with as few as three members. The groups were homogenous, as
pre-existing groups were considered the best way to answer the research objectives
(Barbour & Kitzinger, 1999). One of the primary reasons for the small group
numbers was time and resource limitations (see Barbour & Kitzinger, 1999). The
HWQ provided a pre-understanding of the stressors within SSD2 therefore the
purpose of the focus groups was to get a more in-depth 'emic' understanding of these
issues. In this respect, focus group methods can be combined with quantitative
methods, such as questionnaires, especially in the latter stages of a project to help
tease out the findings (Barbour & Kitzinger, 1999). The aims of the focus groups
were to, firstly to consider the summary of findings of the HWQ for Children &
Families Division, identify the main sources of stress within the division and any gaps
in the findings. Secondly, to use the findings from to first meeting as a basis to
consider what interventions, or 'points for action', could be developed in order to
reduce or eliminate the stressors. Finally, to agree and finalise the 'points for action'
before their submission to the Departmental Management Team for implementation.
Using focus groups to collect data is dependent upon the facilitator establishing
rapport and trust within the group, through identifying the commonality of experience
(Kidd & Parshall, 2001; Carey, 1995). In this respect, at the outset the researcher
gave the participants a copy of the executive summary showing the main findings of
the HWQ in respect of their division. This level of prior knowledge of the particular
groups with whom one is working is crucial for both group facilitation and subsequent
data interpretation (see Barbour & Kitzinger, 1999; Agar & MacDonald, 1995). The
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researcher considers that because of this pre-understanding of the issues, and the fact
that the findings from the HWQ highlighted problems within Children & Families
Division, which verUled the researcher's awareness of the issues, this helped the
group to see the researcher as someone who was on their side, and impartial, and
consequently helped to build up a rapport. As a result, interaction with the researcher
and between the groups was found to be relaxed and insightful.
Generally, the focus group participants were in agreement with the summary of main
findings, except where there were issues that were chiefly pertinent to the individual
groups, for example, staff sickness was reported as being never or rarely provided
across Children & Families Division, however this was not the case in children's
residential, as it is mandatory for certain levels of cover to be in place at all times.
Likewise, social workers thought there would be more mention of tight timescales,
however, again, this is mostly applicable to the social work team therefore it was
unlikely to be an issue for the whole division that was captured by the questionnaire.
The focus group participants already knew each other, which can have an impact on
the dynamics of the focus group (Reed & Payton, 1997). One impact can be that
formal and informal power relationships are already established therefore they are
difficult to control, which can result in some members dominating the conversation,
despite the facilitator's best efforts (Reed & Payton, 1997). This was a feature of the
focus groups, which could potentially have lead to 'group think' on the part of the
participants, which is a possibility when using pre-existing groups, especially if this
includes members of different status (Barbour & Kitzinger, 1999; Carey, 1995;
Kitzinger, 1994). In an attempt to address this limitation, each of the participants was
given the opportunity to talk or correspond with the researcher, although as
individuals they did not avail of this opportunity (Barbour & Kitzinger, 1999).
However, with regards to the Administration group there were a number of telephone
conversations, e-mails and mailed changes made to the points for action prior to their
presentation of the Departmental Management Team. This seemed to be because staff
were fearful of potential repercussions, which may be indicative of authoritarian
management, which has been highlighted as one of the causes of occupational stress
that can lead to low job satisfaction and poor communication (Stevenson, 2000; HSE,
2000). Lowjob satisfaction has been reported to affect staff performance, morale and
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commitment (McLean & Andrew, 2000; McLean, 1999) which is reported to have
fallen in the public sector over the past 10 years (Gardner & Oswald, 2000).
Additionally poor relationships with supervisors have been identified as potential
sources of stress (Payne, 1999; Cooper, 1996; Jones & Fletcher, 1996).
There were a large number of diverse issues that came to light during the focus group
meetings, however for the sake of brevity, only the key themes that arose will be
discussed at this time (for a full discussion see Coffey, 2003). These themes were
developed inductively (Frankland & Bloor, 1999) following thematic content analysis
of the transcripts of the initial focus group meetings (Gomm et al., 2000). This
method of analysis was adopted (see above) because the aims of the groups were to
gain illuminative, descriptive data about largely predetermined areas, rather than at
generating theories. Morgan (1997) states that when each group discussion covers
more or less the same subjects, then the main issue of 1'isis ?r1 tpoiig'1\\ oe Th
address these topics. Consequently the issues that came up across all or most of the
groups included: the heavy workload; lack of staff; insufficient recognition/loyalty;
poor communication; lots of change; sickness levels; and a number of stressors,
applying only to individual groups.
Social Workers and Administration staff reported that their workload was
unmanageably high, and were concerned about the amount of pressure this put them
under, which is one of the six main factors identified by the Audit Commission (2002)
underpinning people's decision to leave in the public sector (see also Pousette &
Hanse, 2002; Storey & Billingham, 2001; Bradley & Sutherland, 1995). Moreover,
heavy workloads, or work overload has been identified in the occupational stress
literature as being one of the main causes of stress throughout a wide range of
occupations (Burbeck et al., 2002; Tudor, 2002; Spurgeon & Cooper, 2001; Gillespie
et al., 2001; Cox et a!., 2000; Smith et aL, 2000b; Cooper, 1996; Spurgeon & Barwell,
1995). Social Workers and Administration staff reported that because of their
commitment to their job and the nature of the work, they pushed themselves
constantly. In this respect, one of the main reasons that people report joining the
public sector for is to make a difference for service users and local communities
(Audit Commission, 2002).
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The main difficulties reported by Social Workers were the pressures associated with:
lack of time, necessitating working late, or taking work home; excessive paperwork
(Pay and Workforce Research, 2003; Postle, 2002; Storey & Billingham, 2001); fear
of missing something or getting it wrong, especially with regard to child protection
cases (Cresswell & Firth-Cozens, 1999); not being able to properly address service
users' needs (Taylor, 2000); and the tight timescales dictated by the national
performance assessment framework. In this respect, the degree of responsibility one
has for others, especially in public sector is one of the critical factors identified as
being major sources of potential stress (Cooper, 1996; Spurgeon & Barwell, 1995;
Bacharach & Bamberger, 1992). Administration workers similarly reported tight
timescales which were causing them to work extra hours. This would seem to be a
reflection of those difficulties put forward by the Social Workers, as in effect,
Administration work is generated by Social Workers and therefore subject to the same
time pressures associated with the national performance assessment framework,
which is a performance indicator for the authority. Although both Administration and
Social Workers reported that they were under pressure, the most difficult aspect of
this appeared to be the chronic, unrelenting nature of this pressure, which they felt
unsustainable in the long-term. Additionally, fear of getting it wrong in child
protection cases, has been found to place considerable emotional demands on health
care professionals (Cresswell & Firth-Cozens, 1999; Bennett et al., 1993; Jones et al.,
1991). This issue seems to be exacerbated because whilst head-teachers, doctors, or
health visitors also have child protection responsibilities, the 'buck' stops with the
social worker. In this respect, Cresswell and Firth-Cozens (1999) found significant
correlations between depression levels and levels of stress, associated with working
with children. However, this degree of pressure did not appear to be felt in either the
Family Centre, or the Children's Residential Home, although they reported being
busy and in the Family Centre there was concern about the potential impact of the
adoption of shift work patterns.
Administration and Social Workers reported that pressure of work was exacerbated, if
not caused, by a shortage of staff, especially when staff were off sick, or training was
taking place. Both groups felt that lack of resources was the main reason for staff
shortages, which has been found in the literature to be one of the most frequently cited
stressors amongst social workers (Postle, 2002; Storey & Billingham, 2001; Bradley
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& Sutherland, 1995). Lack of staff is a major difficulty throughout the public sector
(Audit Commission, 2002), however within social services, field social workers from
Children & Families Division, are reportedly the worst affected group, with 48% of
local authorities reporting that they were experiencing recruiting difficulties (Social
Services Workforce Study, 2002). However, the Administration and Social Worker
teams in this study were not actively recruiting therefore lack of resources, rather than
recruiting difficulties, was the main concern amongst these groups. Consequently, it
would seem that staffing levels are being purposely kept to a minimum, perhaps in
order to satisfy one of the criteria of Best Value (B y), which is to compete by
ensuring that in-house services are comparable to external competition. Within the
social work team, the lack of staff appeared to be impacting on safety, with Social
Workers reporting that instead of going to a residence in pairs, they were going in
'cold' by themselves. This is extremely worrying, given the risk of violence
associated with social work (Community Care, 2003a; European Foundation, 2003)
more so because Government strategies are actively aiming to reduce the figures on
violent incidents by 25° o over three years, a strategy that was launched in 1999
(Community Care, 2003a).
Overall staff perceived that there was little or no recognition from senior
management, either for doing their jobs well, or for the pressure they were working
under. Staff considered that this lack of recognition manifested itself in: poor wages;
criticism; not listening or acting on what staff said; and poor office equipment.
Considering these in turn, NASW (2003) found evidence that the more a profession is
dominated by women (80° o of staff in the public sector), the lower the worker's
average salary, which Gibelman (2003) argues is due to continued patterns of
discrimination. This inequity between wages received and efforts put in has been
found to be associated with absenteeism (De Boer et al., 2002), turnover intention
(Guerts et al., 1999), unpleasant emotional states (Adams, 1965), psychosomatic
health complaints, job dissatisfaction and physical health symptoms (Van Vegchel et
al., 2001; Hendrix et al., 1999; Adams, 1965). Not listening to or not acting on what
staff say, together with criticism for failing, equates to factors such as lack of
participation and effective consultation or poor communication, which are
management styles frequently associated with causing stress (Smith, 2000b;
Cartwright et al., 2000; Levi & Levi, 2000; Cooper, 1996). However, communication
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within teams, rather than between teams and senior management was found to be
considered good. Focus group participants reported that there was a lack of IT and
NVQ training, and equipment. In this respect, inadequate or broken tools have been
identified as stressors leading to direct impairment of job performance and execution
(Fay & Sonnentag, 2002), whilst poor mental well-being has been found to be directly
related to unpleasant work conditions (Cooper, 1996; Spurgeon & Barwell, 1995).
Changes were reported to be affecting the Family Centre more than the other groups,
as their roles were changing and their team was being amalgamated with other newly
created family support worker teams. These changes were reportedly as a result of
the introduction of BV. In this respect, the rate and scale of change has been
considerable throughout the 1980s and 1990s, with BV being introduced in order to:
challenge traditional approaches to the service; consult local people and key
stakeholders and monitor customer satisfaction on services; benchmark their services
against other councils and providers; and compete by ensuring that services are
subjected to external competition (The Guardian, 12th March, 2001). Staff reported
being very concerned with the way that the changes were being managed. In this
respect Donaldson (2002) asserts that badly managed changed can cause irreparable
damage to employee well-being and organisational culture. In this study this would
seem to be borne out, as at the time of writing four out of the six staff from this Centre
who took part in the focus groups had resigned, leaving SSD2 with vacancies to fill an
area plagued with recruitment difficulties.
Looking at sickness levels, Children's Residential reported that there were some
members of staff who abused the system, whilst both Administration and Social
Workers considered that sickness absence was low. Workers who abuse this system
could possibly indicate that sickness absence may be a social phenomenon, with
absences taken in accordance with what is allowed by culture or norms (Xie & Johns,
2000; Gellatly & Lauchak, 1998; Johns & Xie, 1998; Sanders & Hoekstra, 1998;
Brooke & Price, 1989). Low sickness absence amongst the other groups, would
appear to be evidence of their commitment to their jobs, and their willingness to
'make a difference' (Audit Commission, 2002).
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The nature of the service users was also found to be causing difficulties. This aspect
of working for social services seems unlikely to improve, and may even worsen,
given the ever stricter eligibility criteria that is resulting in service users presenting
with more difficult and complex problems than was previously the case, and the shift
in care from the NHS to social service departments (Postle, 2002; Balloch, 1996).
Shift changes were also reported to be problematic in the Children's Residential
home. This could potentially negatively impact on family care, which appears to
magnify the impact of stress on women (International Labour Organisation, 2001;
Ganster & Schaubroeck, 1991), especially given that job stress is more strongly
associated with the impact of the job upon one's family life (Smith, 2000b). Staff
reported a lack of support from management, which has been found to be significantly
associated with perceived work stress (Smith 2000b; Levi & Levi, 2000; Cooper,
1996; Spurgeon & Barwell, 1995). Additionally, Children's Residential staff reported
problems because they lacked budgetary control. Control is considered to be an
important factor (Karasek, 1979) because it enables staff to deal with demands by
taking personal action, and is considered to be important for well-being (Warr, 1987).
It would appear from the above findings that the issues causing most distress to staff
were due to organisational factors, such as: the heavy workload, lack of staff,
insufficient recognition; poor communication and too many changes, rather than the
intrinsically stressful nature of the job. In this respect, even in seemingly stressful
jobs, such as the police (Hart et al., 1995) or teaching occupations (Hart, 1994)
research indicates that organisational factors such as communication and
administration, rather than factors intrinsic to the job, were the main predictors of
psychological distress (Clarke & Cooper, 2000).
As a result of these findings the focus group members drew up a set of points for
action (Coffey, 2003). The main points were:
Workloads to be reviewed, especially the way that case numbers per social
workers are considered
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Staffing levels to be addressed by: reviewing current staffing levels, with a view
to increasing the number of permanent staff; a review of the use of
temporary/agency staff; improved recruitment and retention measures;
Tangible benefits to show recognition and appreciation of the effort put in by
staff; possibly in the form of 'points for prizes' or discounted leisure facilities;
Improved communication, including the removal of 'social-work speak', regular
meetings and the development of a monthly newsletter;
.	 More support at times of change, with improved consultation and the setting up
of a support group for the family center workers;
And the development of policies to deal with persistent, long-term sickness
absence.
The focus group findings, together with the points for action arising, highlight how
the participants were able to identify the aspects of their situation that they wished to
change, analyse the cause of these problems, and create 'context specific' action plans
to deal with the problem (European Agency for Safety & Health at Work, 2002;
Schurman & Israel, 1995). In this respect, the literature strongly suggests that
interventions that are designed with the involvement of staff, i.e. participatory action
research (PAR), are the most likely to be effective in the long term (Cox, 2002; HSE
2002). Additionally, PAR has been found to increase people's job control (Bond &
Bunce, 2001) and to empower those involved (Beresford & Evans, 1999; DeKoning
& Martin, 1996; Karlsen, 1991). This process meant that in this study those who were
affected by the problem were able to work towards a solution, highlighting how PAR
recognises the value of ordinary people's perspectives, and challenges 'expert
knowledge' (Loewenson et al., 1999). However, Winter and Munn-Giddings (2001)
warn that reports produced in this way can be rejected as partisan, idealistic, or as
mere voices of dissent and in this respect lacking the validity and reliability of proper
research. In this respect, managers did appear to reject some of the findings, asserting
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that staff were misinformed, or that the results were skewed by people airing personal
grievances.
PAR and participatory approaches have reportedly proven themselves as a means of
reducing stress in the workplace (Aparicio 2002; European Agency for Safety &
Health at Work, 2002; Kuhn, 2002; Bond & Bunce, 2001; Cox et a!., 2000; Mikkelsen
et al., 2000; The Sainsbury Centre for Mental Health, 2000; Levi & Levi, 2000;
Griffiths, 1999; Hugentobler et al., 1992; Karasek, 1990; Chemis, 1980). In this
study, it was not possible to carry out an outcome evaluation on the proposed
interventions informed by the points for action because of the length of time it took
for managers to develop 'action plans'. However, a process evaluation was carried
out and is discussed below. Despite the lack of outcome evaluation, staff reported
that they appreciated the opportunity to take part in these meetings, and have the
chance for problems to be taken seriously and addressed by management (see
Mikklesen, 2000). This is particularly important in the public sector because the
bureaucratic nature of the organisation can lead to staff feeling helpless and lacking
the skills to negotiate the system (Cherniss, 1980). In this respect, the focus groups
enabled the participants to acquire the skills to negotiate the system, although
Dockery (1996) warns that trying to promote participatory processes within non-
participatory systems can be difficult.
This phase of the research has demonstrated how, even in a complex bureaucratic
organisation, pre-existing groups can come together to: provide a more in-depth
understanding of survey results; verify the results of the survey; pinpoint any gaps in
the findings; identify more 'local' issues that may not have been exposed by the
survey; and develop context specific solutions to these problems. For this to happen,
prior knowledge of the issues was considered a crucial aspect in the development of
trust between the researcher and the participants.
The main themes that came out of the focus groups included: a heavy workload; lack
of staff; insufficient recognition/loyalty; poor communication; lots of change; and
sickness levels. These themes have previously been highlighted by the literature,
however, these findings further academic knowledge by demonstrating that the
introduction of both national performance assessment framework and Best Value have
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not helped the situation and would actually appear to be contributing to the difficulties
faced by staff working with children and families. Moreover, it would seem that
staffing levels are being purposely kept to a minimum, perhaps in order to satisfy one
of the criteria of Best Value (BY), which is to compete, by ensuring that in-house
services are comparable to external competition.
This research has established that participants were able to, given to chance, address
these problems by developing largely practical solutions at a local level to tackle a
number of these stressors. Despite the fact that a quick fix is unlikely in the case of
heavy workloads and lack of staff because of the resource implications, the focus
groups were able to highlight these problems; discuss their implications; and bring
them to the attention of Senior Management, with the result that staffing levels and
case allocation methods are being reviewed (see Appendix 4). The focus groups also
benefited management, by giving them the opportunity to show the groups how they
were dealing with some of the issues, for example the recruitment and retention action
group was already in existence, although staff were unaware of it. As a result it
would seem that these groups were empowering, not only for the participants, but also
for their managers, as they improved both groups' knowledge and set up new lines of
communication within a complex bureaucratic organisation.
7.3	 Discussion of Process Evaluation Results
The process of implementing occupational stress interventions can be as important as
the contents of the intervention itself (Saksvik et al., 2002; Goldenhar et aL, 2001;
Nytro et al., 2000; Griffiths, 1999). As result, careful documentation of the
intervention process was carried out through this project (Griffiths, 1999). The
process evaluation was conducted, firstly, to highlight what worked well, what did not
and in what context (Parry-Langdon et al., 2003; Saksvik et al., 2002; Baronowski &
Stables, 2000; Nutbeam, 1998; Israel et al., 1995); secondly, to inform the literature
on change management, which tends to give the impression that change is relatively
simple, as long as an organisation sticks to recommended recipes (Saksvick et al.,
2002); thirdly to identify any successes that were not anticipated; and finally, to build
evidence concerning the conditions which need to be created in order to achieve
successful outcomes and improve intervention effectiveness.
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Throughout the course of this research, there were a number of aspects which went
well, although disappointingly there were also setbacks. Before looking at these
aspects however, it is important to consider the context in which this study was taking
place. Both SSDs were undergoing major changes throughout the course of this
research. These changes are the result of the Government's modernisation agenda,
including the introduction of Best Value in 1999, which is aimed at getting councils
to: challenge traditional approaches to their service; consult with local stakeholders
and monitor customer satisfaction; compare their services against other councils and
providers and compete against external competition (DETR, 1999; The Guardian, 12th
March, 2001).
In the survey these changes were found to be causing considerable distress to a
number of staff, in some cases leading to concerns about job security. Additionally,
there appeared to be a feeling of little trust between the council and its staff, reported
by some of the respondents. This lack of trust seems to have been a factor influencing
the survey response rate, as staff reported that they felt it was unlikely that their
efforts in completing the questionnaire would result in any action on the council's part
(Nytro et al., 2000). These comments would seem to indicate 'project fatigue', which
Saksvick et al (2002) highlight as being the result of lots of new initiatives with very
few follow-up measures, together with generally negative associations from previous
intervention experiences. Moreover, pressure of work, as highlighted above, would
restrict the amount of time that staff had to complete the questionnaire, and the overall
lack of resources (both time and money) within the Department would undoubtedly
cause staff to question how any worth while any potential 'no-cost' changes could be.
Considering that these comments were made by those who actually took the time to
fill in questionnaire, it seems reasonable to assume that a mixture of skepticism, lack
of interest, pressure of work or literacy problems (Shaughnessy & Zechmeister, 1990)
must have played a considerable part in the non-completion of the questionnaire and
account, at least in part, for the low response rate. A response rate of 33° o must
therefore cast doubts about the representativeness of the findings, with Parkes and
Sparkes (1998) asserting that a 60% response rate or more is important for adequate
representation. This highlights one of the most serious problems associated with mail
surveys, known as 'response bias' (Shauglmessy & Zechmeister, 1990), although
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despite this, 1,234 staff still took part in the survey, which made it worthwhile. A
number of staff indicated that they were pleased to have had a chance to take part in
the survey and were anxious to see changes and receive feedback as a result of their
efforts. However, one of the common problems associated with using questionnaires,
namely that they are not specific enough to capture the world view of the participants
(Hurrell et al., 1998) was also raised, although the open questions included in the
questionnaire were an attempt to limit this drawback as far as possible.
Lack of available resources was one of the major drawbacks of the project, and within
the focus groups, whilst staff may have felt that more staff, or better IT equipment,
would be the most beneficial 'interventions' to reduce stress, they were aware that
there was little or no chance of these issues being addressed. However, the project
did raise awareness of these issues, and helped to pinpoint specific areas within the
two SSDs that were reporting the most difficulties, thereby helping the Department to
target future resources more appropriately. This is one of the main strengths of using
a problem diagnosis tool, such as the one used within this research, as by identifying
problems, informed decisions can be made about future interventions (Cox et al.,
2002; Briner, 2000; Cartwright et al., 1995).
Raising awareness equates with health literacy, one of three potential health
promotion outcomes highlighted by Nutbeam (1998). Health literacy is associated
with improving knowledge, self confidence, empowerment or participation, and in
this respect, knowledge about the scale, causes and consequences of stress within both
SSDs was raised with the steering group, management and the unions throughout the
programme, and was therefore achieved. In tenns of self confidence, empowerment
and participation, in SSDI this outcome was not realised, due to the inability to
translate the findings from the Healthy Work Questionnaire into actions, which is
considered to be one of the most challenging aspects of the risk management process
(Cox et al., 2002). Previous findings highlight that one of the most important steps in
making healthy organisational change is for the top management within the
organisations to be seriously on board (see for example Nytro et a!., 2000; Cahill et
al., 1995). However, establishing that top management is fully committed is not
always easy, as in SSDI were the Director was not accessible to the researcher and his
reported support was being passed on through a third party. Perhaps if some sort of
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formal agreement, in which the obligations and rights of the participants were
clarified, (Kristensen, 2000) had been drawn up at the outset of the project, some of
these difficulties could have been avoided.
Although the inability to translate findings into actions in SSD1 was a setback, it
provided invaluable experiences on which the author could reflect in order to improve
the programme (Nytro et al., 2000). As a result more care was taken to ensure that
commitment from senior management was assured at the outset of the second study
(Nytro et al., 2000; Cahill et al., 1995). Additionally, more realistic expectations were
discussed at the outset of the second project, which equated to one of the pre-
requisites for the introduction of organisational interventions put forward by Nytro et
al (1995). These factors seemed to benefit the second programme, and in this respect
SSD2 was keen to translate the findings of the survey into actions, which resulted in
the focus groups being set up.
As well as improving health literacy, comments from the focus groups (SSD2)
indicated that improvements in self-confidence, empowerment and participation
(Nutbeam, 1998) were, to some degree, achieved. However, again the ttari1aüon o
the focus group findings into action plans proved slow and challenging (Cox et al.,
2000; Nytro et al., 2000). In this respect, Cartwright et al (1995) assert that change,
particularly in large bureaucratic organisations such as public sectors is particularly
problematic, because of the ability of this type of organisation to resist change. The
author fears that the length of time this phase is taking, although anticipated (see for
example, Shannon et al., 2001; Kristensen, 2000; Theorell, 1999), may result in the
benefits of taldng part in the focus groups being negated, as staff could feel that their
efforts were in vain, which was one of their original concerns at the outset of this
project. In this respect, Kristensen (2000) asserts that interventions may raise workers
expectations, and increase job dissatisfaction if these expectations are not met, which
may have happened in SSDI, and potentially could still happen in SSD2. Again,
perhaps some sort of contract drawn up at the outset, which included time-scales may
have benefited in this respect.
Nutbeam (1998) includes changes to policies and organisational practices as health
promotion outcomes, because of the complex and distant relationship between the
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usual health promotion activities and health outcomes. In this respect, the author's
involvement in the development of the exit questionnaire was an unanticipated and
welcome aspect of the programme. This should benefit SSD2 by providing ongoing
information about working conditions within the Department and the reasons why
staff are leaving, which has the potential to improve working practices and inform
recruitment and retention policies on an ongoing basis (Audit Commission, 2002;
Employers Organisation, 2002). Additionally, the author was asked to join the
Sickness Absence Monitoring Task Group, the Health Unit Steering Group and take
part in a number of Departmental Management Meetings, which led to a number of
awareness raising opportunities. It is felt that the development of the exit interviews
is a good example of improved health literacy within the Department, as it equates to
diagnosing problems to inform interventions, which was the author's philosophy
throughout the project.
Programme implementation within both SSDs was problematic in a number of ways.
Translation of the findings into actions (Cox et al., 2002) proved to be the most
challenging aspect, firstly in SSD1 following the survey results, and secondly in
SSD2 following the focus group results. Problems seem to have arisen due to the
predominantly negative findings, which could have been seen as criticisms of the way
management ran the organisation. Kristensen (2000) warns that managements' fear of
possible mistakes being made public to the employees or the media can be an obstacle
to organisational change in this regard. Opposition by management was however
anticipated, although the resistance shown by the Union to the focus group report
being adopted was not. The only possible explanations that the author can put
forward for this resistance are; firstly that the union may have felt their collective
bargaining powers were compromised by the research (Kristensen, 2000) and;
secondly, that there was inadequate understanding of local norms and values on
behalf of the researcher (Nytro et al., 2000). Consequently, although the backing of
union leadership is considered essential (Shannon et al., 2001; Nytro et a!., 2000), in
the case of SSD2 their involvement was a limitation, rather than a strength.
Additionally, in the case of SSD1, the union did not have sufficient power to persuade
management to carry the project through, therefore again their contribution to the
programme was disappointingly limited. This lack of ability (SSD1) or willingness
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(SSD2) on behalf of the Unions to help their members through this programme was an
unexpected negative outcome of this research process.
Evaluating the processes involved in this study has contributed to the body of
academic literature by highlighting a number of conditions that would seem necessary
in order for potentially successful interventions to be achieved, namely; conimitment
of top management (preferably in writing); a culture of trust within the organisation;
an assurance by management to staff that where possible findings will inform actions;
the existence of a steering group (who have preferably been established prior to the
programme); an assurance by management that sufficient resources are available to
carry out, at least, some interventions; a realistic expectation of findings/outcomes
discussed at the outset of the programme; sufficient time allowed for staff to take part
in the survey; an assurance of feedback from management; a supportive union; and a
contract drawn up at the outset to confirm time scales and intentions to act on the
survey results. However, despite the fact that some of these conditions were absent
during this project, health promotion benefits were achieved, namely improved health
literacy, changes to organisational policies and practices (Nutbeam, 1998), and the
development of a grounded research baseline, which can inform the targeting of
resources/interventions to improve health.
Whilst changing individual behaviour is tough, changing organisations to improve
employee health is even more difficult (Cahill et al., 1995). The findings from this
study support this, together with the fact that complex bureaucratic organisations have
multiple mechanisms for resisting change (Schurman & Israel, 1995).
Notwithstanding this, the benefits of carrying out this process evaluation are that: it
has enabled the identification of what worked well, what did not, and in what context;
it has informed the literature of some of the difficulties associated with managing
change; it has identified unanticipated successes; and finally, it has informed the
literature on some of the conditions which need to be created in order to achieve
potentially successful outcomes and improve intervention effectiveness.
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CHAPTER EIGHT - CONCLUSIONS AND RECOMMENDATIONS
8.0	 Conclusion and Future Recommendations
The overall aim of this research was to develop an understanding of what stressors
impact on social service staff; in order to develop an effective intervention/range of
interventions from a grounded research baseline, which could then be followed up
with an evaluation study to assess the effectiveness of the interventions applied. This
approach to managing stress is a form of 'primary prevention' which, despite being
recommended (see for example Cox et al., 2000b; European Foundation, 1996) is still
comparatively rare, with the majority of action taken by EU member states being
aimed at modifying the stress response or the stress-related health outcome.
Additionally, research shows that very few stress management interventions are
adequately designed or evaluated in scientific terms (Cox et al., 2000b; Burke &
Richardson, 2000; Springett & Dugdill, 1995). Consequently, although there is
considerable evidence that perceived stress at work is associated with ill health, the
lack of well-designed and evaluated organisational approaches to managing stress
means that the available evidence looking at interventions to reduce work stress
appears to be limited at best. Therefore by adopting this 'systematic approach', as
recommended by Cox et al (2000b), NIOSH (1999), and the European Foundation
(1997) it is anticipated that the results of this research will add to the body of
literature by providing some of the lacking evidence, which is of paramount
importance, firstly, because of the scale of occupational stress, which is reportedly
affecting up to 5 million workers in the UK (Smith, 2001; HSE 2000a), with recent
data suggesting that up to 563,000 individuals in the UK are actually suffering from
work related stress, depression or anxiety (HSE, 2002c). Secondly, because of the
cost of occupational stress, which is estimated to be accounting for the loss of 1 87m
working days per year, costing the UK approximately £12 billion pa (The Guardian,
17th March, 2001). Thirdly, because public sector workers are reporting a pronounced
increase in measured stress, relative to private sector workers, and have cited stress as
the biggest single factor in their decision to leave (Audit Commission, 2002). Whilst,
at the same time the public sector is facing an imminent staffing crisis, because young
people no longer want to work in it and nearly a third of its workforce are over 50
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years of age, a situation which the Audit Commission (2002) describes as a potential
"demographic time bomb" (p.2).
This research therefore sought to ascertain: what stressors were impacting on social
service staff; by what means could these stressors be reduced or eliminated (which
included finding out what services staff would like to see provided by their
occupational health service); and how successful these interventions would be at
reducing/eliminating stress. To answer these questions, following the systematic
approach advocated in the literature, this study was carried out in three phases.
The first phase was a baseline survey, informed by discussions with key stakeholders
and in-depth interviews with a number of staff; which was carried out in both SSDs.
This was considered the best way, given the large study population, of identifying
what stressors were impacting on social service staff and the potential impacts that
these were having in terms of mental well-being and job satisfaction. This phase also
sought to identify which groups, if any, were worst affected by these stressors.
A unique range of scales were used in this large-scale survey, enabling correlations to
be carried out between the main outcome variables, which highlighted a number of
stressors that appeared to be negatively impacting on the mental health of the
workforces of two SSDs in the North West of England. Salaried staff in particular
reported high levels of organisational constraints, high levels of psychosocial job
demands and high levels of mental distress. Overall, those working in Children &
Families Division reported the highest levels of organisational constraints, poorest
levels of well-being, highest levels of reported absence through illness, with weekly
paid staff from this division also reporting the highest levels of psychological job
demands and decision latitude (control) of their weekly paid counterparts. In
addition, staff throughout all Divisions reported low levels of job satisfaction, stating
that they had too little time to do their jobs properly, difficulties with service users
and insufficient staff to cover the workload.
The respondents suggested that to make these difficulties less of a burden, more staff
more training and more support were needed. This stage of the research also found
that the services that staff would most like to see being provided by their occupational
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health service was overwhelmingly counselling that was easy to access and available
by self-referral, followed by: access to stress management training; a
preventative/proactive health promotion service; the availability of 'alternative
therapies; and free or subsidised leisure facilities. Although, this was not discussed in
detail within this thesis, this information was passed on to the occupational health
units in both SSDs to inform their service development.
This phase of the research is original in as much as it has used a purposely developed
questionnaire to explore a wide variety of potential stressors in social services since
the introduction of Best Value and the national performance assessment framework.
Moreover, this 'problem diagnosis' was a crucial step in identifying where particular
problems existed, how and to what degree staff were being affected, and who was
being affected. Combined with the results of the open questions, this information
provided a good level of baseline knowledge, which was essential in order to develop
targeted interventions aimed at improving the current situation.
Children & Families Division was chosen for pilot interventions, because of the
number of difficulties highlighted by the survey and the recruitment and retention
difficulties that are most pronounced in this area. Focus groups were chosen for this
phase of the research, because they have been found to be a particularly useful way of
involving staff in a participatory way, to develop context-specific solutions to their
own problems. In this respect, the literature strongly suggests that interventions that
are designed with the involvement of staff i.e. participatory action research, are the
most likely to be effective in the long term. The main issues that came up across all,
or most, of the groups ere: the heavy workload; lack of staff insufficient
recognition/loyalty; poor communication; lots of changes; and high sickness levels.
These difficulties were predominantly organisational, rather than intrinsic to social
care work, with lack of resources seeming to be responsible for the main problems
associated a heavy workload, 'hich is presumably caused, or at least contributed to,
by the lack of staff.
Ho' ever, whilst resource issues are more difficult for public sector organisatlons to
address, the benefit of carrying out this kind of exercise, is that future resources can
be targeted appropriately 's here needs have been identified. During the course of the
2O
focus groups staff devised 'points for action', which outlined the interventions they
would like implemented to reduce some of the difficulties highlighted. The main
points were: workloads to be reviewed, especially the way that case numbers per
social workers are considered; staffing levels and the use of temporary/agency staff to
be reviewed; tangible benefits to show recognition and appreciation of the efforts put
in by staff; improved communication, involving regular meetings and the
development of a monthly newsletter; more support at times of change, with
improved consultation with staff; and the develop of separate policies to deal with
persistent, long-term absence.
These suggestions were passed to the Departmental Management Team, to be
translated into 'action plans'. In this regard, the managers initially went back to the
focus groups to clarify some of the points raised, before developing appropriate action
plans. Regrettably, it took almost six months for these action plans to be developed,
which meant that an evaluation of the interventions was outside the scope of the
thesis.
As a result, the third phase of this research comprised a process evaluation of all
aspects the programme, because the process can be seen as important as the content of
the health intervention itself (Sakswik et al., 2002; Goldenhar et al., 2001), and
because process evaluations are rarely conducted (Baronowski & Stables, 2000). The
process evaluation was conducted to highlight; what worked well, what did not and in
what context; to inform the literature on change management, which tends to give the
impression that change is relatively simple as long as an organisation sticks to
recommended recipes; to identify any successes that were not anticipated; and finally,
to add to the body of evidence concerning the conditions which need to be created in
order to achieve successful outcomes and improve intervention effectiveness.
The process evaluation highlighted the areas where the programme implementation
was challenging in both SSDs. In SSD1, following the presentation of the survey
results, the translation phase (which involved the identification of priorities;
investigation of options for change; and assessment of resource implications) did not
take place. The main reasons for this were that the Director of Social Services was
not directly involved in the project, although reportedly he gave it his full support.
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Additionally, the Assistant Director of Social Services, who had overall responsibility
for the project, went on long-term sick leave, leaving an Acting Assistant Director for
whom the project was not a priority. Regrettably, neither the Steering Group nor the
Union, despite pressure from the University, had the power to translate the findings
into concrete intervention plans.
Whilst this was disappointing, it emphasised how crucial it is to have senior
management actively on board any stress management programmes at the outset. It
also demonstrated how, in the face of findings that could be perceived as critical of
the workplace, or the way it is managed, an organisation can withdraw from the
project and essentially seek to bury the findings. One possible way of reducing the
potential for this happening again, would be to discuss realistic outcomes with senior
management at the outset of the project and draw up some form of contract, detailing
the research process and confirming their commitment to act on the findings. In this
respect, realistic outcomes were discussed with the Director of SSD2 at the beginning
of the programme and his commitment to act on the findings was assured from the
outset. However, even with this assurance the actual process of translating the focus
group findings into action plans proved to be a very 'engthy procedure. Possible
reasons for this were, again because some of the findings could be perceived as
critical of the way the firm was managed, and also because the Union did not support
the focus group work, perhaps because in some way it threatened their collective
bargaining powers, or that there was inadequate understanding of local norms and
values on the part of the researcher. Further limitations of the programme included:
the lack of available resources for the project, which no doubt resulted in 'project
fatigue' on the part of the respondents, as they reported that any potential
interventions would most likely need to be on a 'no-cost' basis.
There are many different interpretations of what constitutes success and value in
health promotion programmes and given the complex and distant relationship between
the usual health promotion activities and health outcomes Nutbeam (1998) highlights
the importance of focusing on three different types of health promotion outcomes.
These include: improved health literacy; changes to policies and organisation
practices; and changes to social norms or actions, which can increase people's control
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over the determinants of health. Looking at these outcomes, health literacy equates
with improving knowledge, self confidence, empowerment or participation and in this
respect the level of knowledge was raised amongst the steering group, management,
focus groups (in SSD2 only) and unions throughout the programme and was therefore
achieved. Additionally, an unexpected outcome of the process was that the author
was asked to be involved in a number of groups within this organisation, and
subsequently became involved in the development of an exit interview, which will
benefit the organisation by providing ongoing information about problems which may
be causing staff to resign. This is of critical importance given the recruitment and
retention difficulties highlighted above. Moreover, despite the length of time the
action plans have taken, the focus groups were successful in: getting their voices
heard, highlighting the sources of their stress; and developing context-specific
solutions to reduce these stressors.
Finally the process evaluation highlighted a number of conditions which would seem
necessary in order for potentially successful interventions to be achieved, including:
commitment from top management; an assurance that where possible they will act on
findings; a culture of trust within the organisation; an influential steering group;
sufficient resources; a realistic expectation of the findings/outcomes discussed at the
outset of the programme; agreed timescales by both the research team and
management; sufficient time for staff to take part in the project; an assurance of
feedback to staff from management; and a supportive union. Whilst these conditions
would undoubtedly improve the potential for successful interventions to be
implemented, it must be noted that Best Value also seeks, through 'continuous
improvement', to enhance the quality of local government services. However, the
overall findings of this study were that the main issues of concern to staff, i.e.
pressure of work and lack of staff could not be addressed by the organisations
concerned because of BV performance indicators, which compel local authorities to
compete, resulting in restricted resources.
As action research is an ongoing cyclical process, there comes a time when the
researcher has to leave and hand the project over to the organisation concerned.
Therefore, once the points for action were developed, these were passed to
management for translation into action plans to be implemented within Children &
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Families Division. The organisation concerned now has the opportunity to implement
these interventions and repeat this process in any other areas of the Department which
appears to be having problems. In this respect, in order to further add to the body Of
literature on the effectiveness of stress management interventions, it is recommended
that these interventions are rigorously evaluated, in a participatory way, from the
research baseline already established.
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APPENDIX 1
Job Descriptions for Social Care Staff
Dear MIs Coffey,
Please see the reply I received from our social care group reproduced
below. This was in response to a similar question I received a while a go
but would appear to be relevant to your request. The websites will have
been updated since with the most recent information and publications.
"With regards to the enquiry that you have received about job descriptions
and linked qualifications for social care staff, there are no set
job descriptions for staff in social care in England - although
some of the work done by certain staff is laid down by statute eg
Approved Social Workers.
However, there are presently some national occupational standards for
certain tasks that are undertaken in care (which are the basis of the NVQs
for Care, Caring for Children and Young People, Promoting Independence and
the Registered Managers (Adults) award) and these are increasingly being
used as the basis ofjob descriptions. TOPSS are presently involved in
developing additional national occupational standards for other areas of
social care work (eg mental health).
The Training Strategy for Social Care Workers in England that TOPSS
has produced, starts to outline the training and qualifications that staff
need to undertake in order to do certain tasks. A copy of this document
can be found on the TOPSS website: "www.topss.org.uk ".
DH has also started to specify certain qualifications for some staff
as can be seen in the Training Support Programme Grant 2001/02 Circular. A
copy of this can be found on the DH website at:
"www.doh.gov.uk/scg/training.htrn".
The Care Standards Act 2000 is also the basis of legislation which
includes the need for social care staff to undertake training and
qualifications. Both the General Social Care Council (GSCC) and the
National Care Standards Commission (NCSC) have been set up as a result of
this Act. The GSCC will be bringing in registration for social care staff
and this will be linked to particular qualifications.
The NCSC is producing National Minimum Standards for different care
services which it will use for registration and inspection and these
include standards on training and qualifications. Further information
about both the NCSC and the GSCC can be found on the DH website at
"www.doh.gov.uk/ncsc " and "www.doh.gov.uk/gscc "( I believe their website
address has now changed to www.gscc.org.uk )."
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I hope you find this helpful.
If you have any further query please contact me again.
David Ainsley
DoH
020 7972 5596
- - Disclaimer - -
This e-mail and any files transmitted with it are confidential. If you are
not the intended recipient, any reading, printing, storage, disc3osure,
copying or any other action taken in respect of this e-mail is prohibited
and may be unlawful. If you are not the intended recipient, please notify
the sender immediately by using the reply function and then permanently
delete what you have received.
Incoming and outgoing e-mail messages are routinely monitored for
compliance with the Department of Health's policy on the use of electronic
communications. For more information on the Department of Health's e-mail
policy click here http://www.doh.gov.uklemaildisclaimer.htm
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LI Male
I Years
I1	 Years
LI Yes
APPENDIX 2
LI Female
EN0
Healthy Work Questionnaire
I. Are you male or female
2. What age are you?
3. How long have you been working for this organisation?
4. Do you have dependants (outside work) whom you are
responsible for?
If you have ticked yes, please state whether they are:
Children under 12
Adolescent children (13 or over)	 LI
Other (adults elderly relative etc.)
5. What is the highest level of education that you have completed?
No formal schooling or primary school 	 [11
Completed secondary school
College or university
6. Do you work full or part time?
How many hours is this per week? (include hours for all posts) Hours I	 I
Do you work flexitime?	 Yes	 LI
Does this involve: 	 da shifts only?	 11111
other shifts?
(please state which kind of shift)
Full Time LI Part time
No LI
7. Which group do you work with?
Adult Assessment & Care Management
Adult Services Provision
Children & Families
Directorate & Support Services
(which includes: Central Service Pot Staff Pub. In	 LICentral Service Finance & Information
Directorate, and Inspection & Quality Control)
8. Are you a Former Manual workerElA Former APT&C'r Or other? IDlease state) _____
9. How do you usually travel to work (public transport/car on foot/motorcycle/bicycle other), please state
How long does it usually take you to travel to work each day?
Less than 15 minutes	 LI	 Between 15 and 30 minutes
	
LI
30 minutes to 1 hour 	 LI	 More than 1 hour
	
LI
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D10.Job Demands (JCQ Karasek 1985)
My job requires working very fast
My job requires working very hard
I am not asked to do an excessive amount of work
I have enough time to get the job done
I am free from conflicting demands that others make
My job requires long periods of intense concentration
My tasks are often interrupted before they can be
completed, requiring attention at a later time
My job is very hectic
Waiting on work from other people or departments
often slows me down in my job.
11. Decision Authority
My job allos me to make a lot of decisions on my own
On my job. I have very little freedom to decide how I do
my on work
I have a lot of say about what happens on m job
12. Skill Discretion
My job requires that I learn new things
M) job involves a lot of repetitive ork
My job requires me to be creative
My job requires a high level of skill
I get to do a variety of different things in my job
I have an opportunity to develop my own special abilities
13. Supervisor Support
	
	 I have no
Supervisor
My supervisor is concerned about the
welfare of those under him her
My supervisor pays attention to what I am
saying
I am exposed to hostility or conflict from my
supervisor
My supervisor is helpful in getting the job
done	 fl
My supervisor is successful in getting people
to work together
Strongly Disagree
	 Agree	 Strongly
Disagree	 Agree
L1L1
Strongly Disagree Agree 	 Strongly
Disagree	 Agree
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14. Coworker Support
People I work with are competent in doing their jobs
People I work with take a personal interest in me
I am exposed to hostility or conflict from the people
I work with
People I work with are friendly
The people I work with encourage each other to work
together
Strongly Disagree
	 Agree	 Strongly
Disagree	 Agree
People I work with are helpful in getting the job done
15. How often do you find it difficult or impossible to do your job because of:
(OCS Paul L SpeLtor and Stee M Je 1997)	 Less than	 Once or	 Once or
once per	 twice	 twice
month or	 per	 per
never	 month	 week
Poor equipment or supplies
Organisational rules and procedures
Other ernploees
Your supervisor
Lack of equipment or supplies
Inadequate training
Interruotions b other neonle
Once or	 Several
	
twice	 times
	
per	 per
	
day	 day
Lack of necessary information about hat
to do or how to do it
Confi icting job demands
Inadequate help from others
II
Incorrect instructions 	 L.....J	 L__J	 L_-J	 L__J
16. Job Satisfaction (Warr, Cook & Wall 1979)
Please rate how satisfied you are ith each item by circling the number that corresponds most
closely vith hov you feel.
I'm etremeI dissati1ied	 I
I'm ver\ disatistied	 2
I'm moderateI dissatisfied	 3
I'm not sure	 4
I'm moderatel satisfied	 5
I'm vcr satisfied	 6
Fm etremel satisfied	 7
The physical work conditions (noise temp etc.)	 2	 3	 4	 5	 6	 7
The freedom to choose your own method
of working	 1	 2
	
3	 4
	
5	 6	 7
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5
	
6
	
7
5
	
6	 7
5
	
6	 7
5
	
6	 7
5
	
6
	
7
5
	
6	 7
5
	
6	 7
5
	
6	 7
5
	
6	 7
5
	
6
	
7
5
	
6	 7
5
	
6
	
7
S
	 6	 7
Quite
Often
LI
LI
LI
LI
LI
LI
LI
LI
LI
LI
Very
Often
LI
LI
LI
LI
L
LI
LI
LI
LI
LI
LI
LI
LI
LI
Your fellow workers	 1	 2	 3	 4
The recognition you get for good work 	 1	 2	 3	 4
Your immediate boss
	
1	 2	 3	 4
The amount of responsibility you are given 	 1	 2	 3	 4
Yourrateofpay	 1	 2	 3	 4
Your opportunity to use your abilities	 1	 2	 3	 4
Industrial relations between management
andworkers	 1	 2	 3	 4
Your chance of promotion	 1	 2	 3	 4
The way your firm is managed 	 1	 2	 3	 4
The attention paid to suggestions you make	 1	 2	 3	 4
Thehoursofwork	 1	 2	 3	 4
The amount of variety in your job
	
1	 2	 3	 4
Your job security	 1	 2	 3	 4
17. For each statement, please tick the box which best reflects your answer:
Never	 Rarely Sometimes
Appropriate cover is provided when staff are sick	 []	 []
I build up lieu time
There is too much paperwork to do	 []	 LI	 LI
I am considering leaving this organisation fairly	
[]
This oranisation is 'famil y friendly'	 LI	 LI	 III
I have to work outside normal/rota hours at
short notice
I feel that being referred to Occupational Health
is supportive to staff
The organisation shows that it values its staff
I feel part of this organisation
I speak highly of this organisation to my friends
I encounter verbal or physical violence in
my job
Occasionally I feel entitled to take days off sick
The Unions help to support staff
I am able to decide when to take lieu time owing
LI LI LI
LI LI LI
LI LI LI
LI LI LI
LI LI LI
LI LI LI
LI LI LI
LI LI LI
LI LI LI
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Never	 Rarely Sometimes	 Quite	 Very
Often	 Often
I feel guilty taking time off even when I am ill
	 []	 i=i	 []
I feel that my job security is good
	 []	 i=i	 i=i	 i=
I am able to access the Employee Counselling 	 1J	 i=i	 i=i	 i=iService if necessary
I feel loyal to this organisation	 11	 i=i	 i=i	 i=i
Supervision meetings happen when necessary 	 i=i	 i=i
I come to work when I should be off sick 	 i=i	 ii:i
I feel that return to work interviews are
supportive to staff	 El	 El	 El	 El	 El
There is a social life attached to this job, which
gives me a chance to talk about non-work issues 	 El	 El	 iiii	 El	 [I]with my work-mates
Issues at work affect my home life 	 El	 El	 [1	 [1]	 El
i work in isolation	 El	 El	 El	 El	 El
I feel that I can take a break if I need one 	 [1	 El	 [II]	 [iii]
I can determine my own work rate
	 []	 El	 [I]	 El	 [ii
Issues at home affect my work life 	 1J	 Eli	 i:ii	 [I]	 [I]
I feel that I drink or smoke more because
of my job.	 El El El El El
I feel that if an allegation is made against me
It will be handled well in the organisation 	 El	 El	 El	 El	 El
I feel my prospects for career development
and promotions are good
	 El	 El	 El	 El	 El
I can determine the order in which my work is
to be done	 El	 El El D [I]
I feel that I am aware of my staff entitlements
(career break scheme/special leave scheme etc.)
	 El	 11	 11	 El	 El
I feel I can take advantage of these schemes 	 El	 El	 El	 [I]	 11
I feel able to claim lieu/flexitime back 	 El	 El	 El	 El	 El
18. General Health Questionnaire (Goldberg 1972)
Please answer all the following questions by putting a circle around the answer that you feel is the closest to the
way you feel at the moment, or have been feeling for the past few weeks.
Have you recently:
Been able to concentrate on whatever 	 better than
	 same as
	 less than
	 much less
you're doing?	 Usual	 usual	 usual	 than usual
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not at all
more so
than usual
more so
than usual
not at all
not at all
more so
than usual
more so
than usual
not at all
not at all
not at all
more so
than usual
Lost much sleep over worry?
Felt that you are playing a useful part
in things?
Felt capable over making decisions
about things?
Felt constantly under strain?
Felt you could not overcome your
difficulties?
Been able to enjoy your normal day to day
activities?
Been able to face up to your problems?
Been feeling unhappy and depressed?
Been losing confidence in yourself!
Been thinking of yourself as a worthless
person?
Been feeling reasonably happy all
things considered?
no more	 rather more	 much more
than usual	 than usual	 than usual
same as	 less so	 much less
usual	 than usual	 capable
same as	 less so	 much less
usual	 than usual	 capable
no more	 rather more	 much more
than usual	 than usual	 than usual
no more	 rather more much more
than usual	 than usual	 than usual
same as	 (ess so	 much tess
usual	 than iisuaJ	 tha' vs&
same as
	
less able	 much less
usual	 than usual	 able
no more	 rather more much more
than usual	 than usual	 than usual
no more	 rather more
	
much more
than usual	 than usual	 than usual
no more	 rather more	 much more
than usual	 than usual	 than usual
same as
	 less so
	
much less
usual	 than usual	 than usual
19.Are you a member of a Union?
	
Yes	 No
lfso. which one? (please state)
20. Have you been away from work because of your own sickness or injury in the last six months?
Yes	 No
Were any of your absences in the last six months caused either by injuries sustained at work
or by you being affected by your orking conditions?
Yes	 No
If yes, please give details:
21.Have you been away from work (exclude maternity paternit)) because of someone else's sickness or injury in the
last six months (that is through having to provide care for a child or relative)?
Yes	 No
Would the availability of childcare or parenting cover have had an affect on your absence?
Yes	 No
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22. Please list what could be done to improve working conditions in your current job?
23. What is the most difficult aspect of your job?
24. What do you think could be done to make that difficulty less of a burden?
25. V hat is the best part(s) about sour job.
26. A Health Unit providing occupational health and safety has been set up. What services would ou like to be
available?
27. An other comments?
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APPENDIX 3
JMU
Liverpool John Moores University
Dear Colleague,
'Healthy Work'
We are writing to ask for your help in an initiative aimed at improving ---------Social Services
(SSD2) as a place to work. In order to do this we need to find out about the experiences of people
working within SSD2, and have asked an independent research body - Liverpool John Moores
University - to find out the views of people working within the Department.
SSD2 are supported in this initiative by Unison and GMB and funded by Merseyside Health Action
Zone to ensure that as an employer SSD2 promotes a health workplace and thereby contributes to
the health and well being of its employees.
The attached questionnaire has been designed and developed to deal with issues that really matter
to the people who work in SSD2. The questionnaire will only take a short time to complete and
everyone's views are of interest to us. For this survey to be worthwhile, it is really important that
as many people as possible complete and return the questionnaires. As researchers at Liverpool
John Moores University are carrying out the research, all of the questionnaires will be returned
directly to them in the attached pre-paid envelopes and will only be seen by research staff within
the university. Confidentiality is assured, no individuals can be identified, and no questionnaires
will be available to anyone within SSD2. The results of the survey, together with staff
consultation, will be used to help inform the best ways to improve working conditions within
SSD2.
Thank you for your help.
Margaret Coffey (BA) Hons 	 Director
Researcher	 Social Services
Liverpool John Moores University
If you need any more information, please do not hesitate to contact:
Margaret Coffey - Tel: ---------------------, e-mail: hummcofflivjm.ac.uk
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APPENDIX 5
HEALTHY WORK QUESTIONNAIRE
INTRODI. JCTION
SS[12 commissioned an independent research body (Liverpool John Moore's University) to find out about
working conditions within the department. This research was undertaken using a questionnaire. It was
anticipated that the anonymous results from this would identify any conditions impacting negatively on
employee well being. The results of the questionnaire, which have been analysed by LJMU, will be fed
back to staff at a later date.
In the meantime, one of the questions within the questionnaire asked staff what services they would like
the Council's 1 Iealtli Unit to provide.
The top services requested by staff included:
A totally independent, self referral counselling service
Voluntaiy screening (all types, but especially well woman screening)
Information regarding the Health Unit/ Balanced Occupational Health Service with 'no threat'
Either free or subsidised regular personal medical checks (MOTs) e.g. cholesterol, blood pressure, etc.
Stress management and advice
I Iealth rromotion and advice. e.g. smoking cessation, nutrition, etc
I Iealth and Safet y advice
Alternative therapies
' Leisure facilities (free/subsidised)
The purpose of this information sheet is to inform you of the services already provided by the Health Unit
and to give guidance to enable you to access some of those that are not.
EMF'LOVEE COUNSELLING
Von can refer yourself or seek help through your manager or trade union representative or by making
contact with staff at the Health Unit. Any issue, work-related or otherwise, including; bereavement,
relationships, divorce, etc, that is affecting your well being can be a valid reason for referral.
The Eniplovee Counselling Service exists to help employees to share and explore any problems or
concerns they may have and to assist with coming to terms and resolving them. Effective use of the
service is, therefore, beneficial to employees and the Council alike.
All assistance provided is on a strictly confidential basis except in circumstances where there are serious
concerns about your well being or that of another person. Moreover, any proposed actions would be
discussed with you first.
WELL WOMAN SCREENING
This is not something that the Unit can offer, however, we will endeavour to provide as much information
as we can on Well Woman facilities within the Borough. The Health Unit can provide details of some of
the medical centres based within Sefton that do offer this service as well as "well men clinics."
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THE HEALTH UNIT
The Unit is led by the Health and Safety Manager and consists of experienced Health and Safety Advisers,
Occupational Health Nurses and an Employee Counsellor. There is also a visiting Occupational Physician.
Referrals are made to assist employees with their absence, to ensure that appropriate rehabilitation is
considered and undertaken and to identify what arrangements the employer needs to implement when
eniployees return to work. The process is not intended to be threatening and the staff within the Unit use
their professionalism and expertise to ensure the best possible outcome for all concerned.
The Unit offers a range of services (all of which are completely confidential and independent), including:
.'- Pre -employment Health Screening
.'- Assessment of individuals and provision of advice to managers and emplo yees with regard to:
• sickness absence
•	 rehabilitation
•	 disability issues
• work-related health issues
• general health issues
.	 Statutory medicals, health surveillance and health screening
.'- Health promotioll services
. Advice on and the provision of inoculation, where appropriate
- Employee counselling (see section above)
Physiotherapy is not yet provided but there are proposals to develop this service at a later date.
-
HEALTH SCREENING AND MOTs
Social Services Adult Services Division is already involved in a health screening programme. This initially
involves completion of a lifestyle questionnaire from which the Occupational Health Nurses will
determine a priority screening regime. Not everybody will be invited for screening, as the questionnaire
will determine whether or not this is necessary. However, eveiy participant will receive a written
response, advising them on any future action they may wish to consider to improve their lifestyles and
whether future screening would be appropriate for them.
This programme is in the process of being rolled out to include all employees within SSD2. However, if
you have particular concerns and would like to be screened earlier, then you can contact the Health Unit
for a screening questionnaire.
In addition to this, the Unit is currently exploring the option of providing a voluntary screening
programme in conjunction with one of the Primaly Care Trusts.
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4
STRESS MANAGEMENT AND ADVICE
The Council has a Stress Management Policy and each employee should have received a copy of the policy
guidance. (If you have not received a copy please contact the Health Unit).
In addition, there is also an in-house (2 day) training course provided by Corporate Learning and
Development Unit (CLDU) - "Managing Personal Pressures to Reduce Stress".
This course is aimed at fl employees who wish to deal constructively with pressure whether it is work or
home related.
For further details contact the CLDU on tel: xxxxxxxx.
HEALTH PROMOTION AND ADVICE AND INFORMATION
xxxxxxx is the Council's Health Promotion Nurse. Part of her role is to promote and co-ordinate health
enlianciiig activities including, for example:
Smoking cessation. Dietary advice/nutrition or Personal well-being
xxxxx is currently involved in the co-ordination of the health screening programme with the Social
Services Department.
In addition to this screening programme, there is one for diabetes that is open to anybody who may be at
risk from this disease. Staff will be identified for screening by response to a diabetes questionnaire. For
turther information contact xxxxxxx. Information on work and non-work based support services,
support groups. etc.. that employees may wish to use. can also be provided
HEALTH AND SAFrI'Y ADVICE AND GUIDANCE
Health and Safety Advice is currently being offered by the Advisers based within the Health Unit.
Initial responsibility for addressing concerns with regard to health and safety lies with your supervisor
and manager. However, should you need advice amid guidance in addition to that provided by them you
can contact the Unit who will assist wherever possible.
You can also use the Incident Report Form (supplies available on site) or initiate the Confidential
Reporting Policy to report any problemus or concerns that you feel are not being progressed. In addition,
there arc 1-larassnient Support Workers (I-ISW) available in each department for any issues involving
bullying and harassment. If von do not wish to contact the HS\\ T within your own department you can
contact one of the others within another department.
Further details are contained within the "Dignity at Work - Dealing with Harassment and Bullying"
Policy. Alternatively contact Social Services Personnel Section on tel: xxxxxx or the Personnel
Department on tel: xxxxxxx.
268
ALTERNATIVE THERAPIES
These are services that are unlikely to be provided by the Health Unit. However, subsidised sessions are
available from:-
r The local college - tel: xxxxxxx
Examples of treatments available include:
p	 Reflcxology - £5.00
Back Massage - £2.50
,	 FUll Body Massage - From £6.00
p	 Indian 1 lead Massage - £3.50
Costs for these treatments are kept to a minimum because the students based within the college provide
them. Sessions are generally available between 9am to 9pm Monday to Thursday and 9am to 4pm on
Friday.
In addition xxxxxx College Hair and Beauty Studeiits provide similar sessions although det3i/s of these are
not be available until September 2002. For further information telephone the I-lair and Beauty Salon on
xxxxxxx.
LEISURE FACILITIES (FREE/SUBSIDISED
Leisure Services Department is currently exploring options for the introduction of subsidised leisure
facility usage. Nothing has been confiriued as the proposals are in the early stages. However, your
requests for this service have been noted.
YOU should also be aware that the costs of gym facilities provided by the Council tend to compare
favourably with those owned privately.
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OTHER EVENTS AVAILABLE
Yoga - xxxxxxxxx every Tuesday 12.1 5pm to 1.1 5pm - £2.00 per person. This is organised by Education
Department but run by an external Yoga Teacher and is open to all staff.
FREE LUNCHTIME WALKS:
Every Wednesday from xxxxxxxx. These are led by a qualified walk leader and are provided by the
Leisure Services Department in conjunction with xxxx Primary Care Trust. Start time I 2.00pm finishing
at approximately 1 2.4Opm.
Every Tuesday from the xxxxxxxxx. A Leisure Services Instructor leads these. Start time 12.3Opm
finishing at approximately 1 3.1 5pm.
For further details of any of the services outlined above, please contact the Health Unit
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El (01)
LI (02)
El (03)
El (04)
El (°
El (06)
El (07)
El (08)
1I (09)
El (10)
El (II)
El (12)
El (13)
iJ (14)
(15)
El (16)
El (17)
El (18)
El (19)
El (35)
[1(36)
(37)
El (38)
[1(
[1(40)
[1 (41)
(42)
[1(43)
El (44)
El (45)
LEAVER'S QUESTIONNAIRE	 APPENDIX 6
The purpose of this questionnaire is to enable SSD2 to examine the reasons why people leave the organisation and
to identify any problems that need to be addressed. Your comments will not influence future reference or re-
employment with the Council. Please be as frank as possible. The form will be analysed centrally and the results
reported to the Departmental Management Team. All information will be treated in the strictest confidence, except
in exceptional circumstances, where the Council's Confidential Reporting Policy will be applied.
1. Name..............................................................2. Job Title..........................................................
3. Last day of employment ......................................
4. How long have your worked with Social Services: 	 ................years .................months
5. Area of Work:
Community Care
Divisional Management
Older People
Adult Mental Health
Hospital Services
Contract Unit
Asylum Seekers
Disabilities
Divisional Management
Learning Disabilities
Corn & Care Mgt. - Phys. Dis.
Occupational Therapy Services
Sensory Impairment Services
Adult Service Provision
Divisional Management
Social Worker - Learning Dis.
Domiciliary Care
Res. Services - Elderly
Res. Services - Learning Dis.
Day Centres
Training Centres
Transport
Chiidren & Faznthes
Divisional Management
Assessment Teams
Family Placement
Youth Offending Team
Disability
Residential (children's homes)
Family Centres
Children Looked After
Family Support
Quality Assurance
Day Care Development Team
Strategic Planning & Resources
Divisional Management
Community Development Workers
Personnel Staff
Training Staff
Administration Staff
Directorate P.A.'s
Resources
Divisional Management
Finance Staff
Income & Assessment
Property Services
Hotel Services
Performance Information Unit
I.T. Team
Regulation
Divisional Management
Inspection Staff
Registration Staff
GAL Staff
[1(21)
(22
[1(23)
[1(24)
[1 (25)
[1(27)
LI (28)
[1(47)
[1(48)
[1] (49)
[1(50)
[1(30)
[1(31)
[1(32)
[1(33)
[1(34)
[1 (46)
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El (08)
El (09)
El (10)
El (11)
El (12)
El (13)
El (14)
El (15)
El (16)
6. Are you:
Female
7. Ethnicity:
White
British
Irish
Other
j4ixed
White and Black Caribbean
White and Black African
White and Asian
8. Age Group:
Under 20 fl (01)
40-49 [] (04)
E (01)	 Male
Asian or Asian British
	
El (01)	 Indian
	
El (02)	 Pakistani
	
El (03)	 Bangladeshi
Other.......................................
Black or Black British
	(04)	 Caribbean
	
fl (05)	 African
	
(06)	 Other .......................................
Chinese or other ethnic group
Chinese
Other.......................................
21-29 El (02)	 30-39 El (03)
50-59 El (05)	 60+ [] (06)
fl (08)
9. What is your opinion about the following aspects of your job and the organisation:
Aspect	 Excellent	 Good	 Fair	 Poor
Supervision quality
Training
Pay
Pension
Promotion prospects within the Department
Working relationships with management
Working relationships with colleagues, e.g. teamwork
Hours of work
Holiday entitlement
Workplace Conditions, e.g. physical environment
Communications, e.g. through line management
10. What do you think could be done to attract people to this area of work?
11. Any further comments on your job organisation?
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12.	 What could be done differently to make your job more effective?
13. In hat way is your contract with Social Services ending? Please lick one box only
Resigned	 (01)	 Resigned following maternity leave
Retired (normal retiring age)	 (02)	 End of temporary contract
Retired (early retirement)	 fl (03)	 Redundancy
Retired (ill-health)	 (04)
4 If\ou resigned or retired earl), what were your MAIN reasons for leaving? Please tick those that apply
Career personal development	 (01)	 Physical working environment
Job satisfaction	 (02)	 Home relocation
Pa)	 i:j (03)	 Parental caring responsibilities
[mployrnent conditions	 fl (04)	 Job insecurity
Workin g relationships - managers	 (05)	 Harassment/bullying
Workin g relation hips - colleacues	 (06)	 Travel problems
Workload	 fl (07)	 Other (please state) ........................
Workplace re-oranisation	 fl (08)
Health	 J	 (09)
IS	 It ou have ticked more than one box. what as your MAIN reason for leaving:
LI (05)
LI (06)
LI (07)
LI (10)
fl (11)
LI (12)
fl (13)
LI (14)
LI (15)
LI (16)
16	 Please indicate if other reasons influenced your decision, or add further details relating to the above:
17	 \ hat could have been done to make you stay?
18. What are you doing next?
Ne Job
Other local authority employer
Other public sector employer
Private sector employer
Voluntary sector employer
Other
	
LI (01)	 Study or training course
	
J (02)	 Full-time parent or carer
	
(03)	 Self-employment
	
LI (04)	 Retirement
Unemployed, seeking work
Unemployed, not seeking work
Other (please state) ___________
LI (05)
LI (06)
LI (07)
LI (08)
LI (09)
LI (10)
LI (11)
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19. Method of carrying out interview
Face to face
	 E (01)
Over the telephone
	 E (02)
Postal questionnaire
	 L (03)
PLEASE RETURN THE COMPLETED FORM TO xxxxxxxxx
if this questionnaire has been completed at an Exit interview,
please complete the next sections.
20. Employee's comments, please use the space below to record any other relevant information:
21	 1ntervieer comments, please use the space below to record any other relevant information:
Employee's signature: .......................................................Date' .................................................
intervieer's signature'	 ......................................................Date'	 ......................................................
22.	 Name' ................................................................................
23. Date of interview' ..................................................................
24. Job held' ..............................................................................
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APPENDIX 7
CONFERENCES, PRESENTATIONS AND PUBLICATIONS
Conferences and presentations:
Women, Work and Health - Third International Congress in Stockholm, June 2 - 5, 2002- Developing
an Occupational Health Service in a Social Services Department: Understanding the Stressors.
Coffey M., Dugdill L., & Tattersall A. http://www.arbetslivsinstitutet.se/wwh/
Research Matters Conference - Focus on Focus Groups - Liverpool Hope University, 12thi September,
2003
Institute of Electrical Engineers, Mersey & Western Cheshire Branch Events - 'Stress' - Management
Group Programme, 24th November, 2003
Publications:
Their Health: Our Wealth - ( 2002) Dugdill L., & Coffey M.
Stress in Social Services: Mental Well-being, Constraints and Job Satisfaction (in press) - British
Journal of Social Work, Coffey M., Dugdill L., & Tattersall A.
Poster:
'Focus on Exercise': how can focus groups be used in the development ofpreadolescent children 's
physical activity interventions: a schematic model of 'serial 'focus group methodology. Dugdill L.,
Porcellato L., & Coffey M. (2003) The Fourth International Interdisciplinary Conference, May 2' -
5th Canada
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